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CHARLES VALUE CHAPIN—THE MAN AND HIS WORK 
THE THIRTEENTH ANNUAL CHARLES V. CHAPIN ORATION* 


JOHN E. DONLEY, M.D. 


The Author. John E. Donley, M.D., of Providence, 
Rhode Island, Medical Director, Rhode Island Curative 
Centre; Former Director, Rhode Island State Depart- 
ment of Social Welfare; Past President, the Provi- 
dence Medical Association, and the Rhode Island 
Medical Society. 


[L CALLING ME to deliver the Chapin Oration, you 
have honored me above my deserts, but not, I 
assure you, beyond my requital in gratitude. To 
speak in commemoration of Doctor Chapin, the 
man and his work, is a privilege which I hold in 
high esteem, especially so since I am one of the 
rapidly diminishing number of those who knew him 
personally and who delight to remember him as the 
always gracious and courteous gentleman whose 
intellectual eminence was the counterpart of his 
native modesty. I should like to picture him as he 
appeared to me, one of those rare physicians in 
whom the head of the scholar and the heart of the 
humanist were so subtly interfused with the sagac- 
ity of the practical man that he was able to preside 
over the destinies of the health of Providence for 
forty-eight years, with such distinction indeed that 
his colleagues everywhere came to look to him for 
inspiration, instruction and guidance. 

Therefore, it was eminently appropriate that to- 
ward the end of his career, this society decided to 
honor itself by honoring him; and on January 17, 
1927, Doctor George E. Vincent, President of the 
Rockefeller Foundation, delivered a brilliant ad- 
dress on the occasion of the unveiling of the por- 
trait of Doctor Chapin which adorns the wall beside 
me. On that memorable night, Doctor Vincent said, 
“If you look through his papers and books, you will 
find that devotion to scientific method has been the 
keynote of the success of the work he has done ; the 
work which has done so much to further permanent 
Progress. We make heroes of men who lead sol- 
diers to death upon the field of battle ; tonight we 
*Delivered at the 143d Annual Meeting of the Rhode Island 

Medical Society, at Providence, R. I., May 5, 1954. 
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exalt and honor a hero who, through his long life 
of valuable, keen, faithful work, has safeguarded 
the lives of many, many people in his own city, in 
his own land and in lands beyond the seas.” Dur- 
ing the long tenure of his office, from 1884 through 
1931, Dr. Chapin made many notable and some 
original contributions to the progress of public 
health administration, communicable disease con- 
trol, epidemiology and vital statistics. It may sur- 
prise you, as it did me, to learn that this unassuming 
man, working quietly in his office at City Hall, with 
seclusion almost monastic, wove so many strands 
into the pattern of his accomplishments that it re- 
quires a bibliography of 133 items to list them. 
Doctor Vincent spoke of Doctor Chapin’s life- 
long devotion to scientific method ; of this devotion 
and its practical results, I shall present some ex- 
amples, small gleanings from a rich and varied 
harvest. But before doing so, let us look for a 
moment at the spirit which motivated all of his 
work and made it so continuously fruitful. In 
1908, we find him addressing the American Public 
Health Association on the Pleasures and Hopes of 
the Health Officer, and this is what he said: 
Extensive routine procedures are laid down by 
the authorities in the textbooks of sanitary sci- 
ence. But the health officer, however faithful, 
who gets into a rut is not doing his full duty. 
Do not blindly follow obsolete works on munici- 
pal sanitation. Sanitation is by no means a fin- 
ished art, though judging from the methods em- 
ployed in some cities, one might suspect the con- 
trary. Every day brings some discovery in the 
sphere of sanitary science, and every day devel- 
ops some new application or modification of our 
art. There can be little comfort in being behind- 
hand in the race. Do not wait for a meeting of 
the American Public Health Association to be 
spurred to progress. Keep moving yourself. Half 
the pleasure in one’s work is in keeping abreast 
with the times, in taking the best journals, in 
keeping in touch with the latest discoveries, and 


in learning what the scientific men in all lands 
on next page 
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are doing, in bacteriology, microzoology, bio- 

chemistry, serotherapy, vital statistics and epi- 

demiology, as well as in the more prosaic fields 
of practical sanitation. If you have not tried it, 
you can little realize to what pleasure the sub- 
scription to, and perusal of, the InDEx Mepicus 
will lead ; 

and he continues, 

. every man can learn to observe and to 
record, and what we want are facts, facts, facts. 
Every health officer can, and should, write a good 
report, one which will be a real help to every 
student of sanitary problems. We must realize 
how little we know and how much there is to 
learn. It will then be a duty and the greatest 
pleasure to do something, however little, to add 
to the mass of scientific knowledge, which some- 
day in the crucible of a mind greater than ours 
will yield the truth that will bring our science and 
our art one step nearer to the exactness which 
is our goal, 

There is the point . . . “the exactness which is our 
goal.” I said to those who knew him personally 
that Doctor Chapin combined the clear head of the 
scholar with its devotion to scientific method and 
the warm heart of the humanist, with its love of its 
fellow men. In 1921, he contributed a chapter on 
The History of State and Municipal Control of 
Disease to the volume entitled A Harr Century 
oF Pustic HEALTH, published in commemoration 
of the founding of the American Public Health 
Association. In this paper, he described in detail 
the many advances in knowledge which contributed 
to the progress of public health administration 
during the half century under review, and ended 
his chapter with these impressive words, words of 
the sympathetic humanist who was always present 
in Doctor Chapin’s character : 


Figures do not measure the terror of epidem- 
ics, nor the tears of the mother at her baby’s 
grave, nor the sorrow of the widow whose help- 
mate has been snatched away in the prime of life. 
To have prevented these, not once, but a million 
times, justifies our half century of public health 
work, 

There are two sayings which have always seemed 
to me to be profoundly true of our profession. The 
first is this, that the primary mission of the physi- 
cian is to mediate between science and life; the 
second, the remark of Lord Acton, that ideas are 
not the effects but the causes of public events. 
Surely we may say in very truth of Doctor Chapin 
that he spent laborious years in mediating between 
the science of his day and the public health of this 
community, and that his ideas, many of which 
seemed so revolutionary at the time, were the causes 
of public events which have redounded to the wel- 
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fare of all of us. Let us consider some of his ideas 
and their application in practice. 


Chapin, the Student 


Doctor Chapin was graduated from Brown Uni- 
versity in 1876, and in 1879 received his medical 
degree from Bellevue Hospital Medical School. As 
a medical student, and later as an intern in 
Bellevue Hospital, he became as intensely inter- 
ested in the work of Pasteur and the new germ 
theory of disease as are our medical students today 
in the study of antibiotics, isotopes and atoms. 
Doctor Scamman tells us that during his residence 
at Bellevue Hospital, Doctor Chapin formed a life- 
long friendship with William Crawford Gorgas 
and came in contact with Doctor Edward G. Jane- 
way, then professor of medicine and physician to 
the hospital. Janeway was keenly interested in 
Pasteur’s experiments in connection with the mi- 
crobic origin of disease. The germ theory of 
disease was not born until Pasteur took up the 
study of the anthrax organism in 1876, but Jane- 
way was already familiar with Pasteur’s opinions 
and was convinced of their soundness. His discus- 
sions, on ward rounds, with regard to the possible 
ways of controlling contagious diseases in the com- 
munity were of the greatest interest to young 
Chapin, and influenced the direction of his studies 
throughout his- whole: career. And when he re- 
turned to Providence, his long and devoted friend- 
ship with Doctor Frederick P. Gorham, professor 
of bacteriology at Brown University, continued to 
enhance his interest especially in the laboratory of 
bacteriology which was beginning to contribute so 
much to the precise knowledge and effective control 
of contagious diseases. 

When at the age of twenty-eight, Doctor Chapin 
became Superintendent of Health in Providence, 
he was confronted immediately by a number of 
idols which he began forthwith to demolish with, 
I surmise, some pleasure, for he was no respecter 
of idols, ancient or modern. He was fully imbued 
with the critical spirit of science and I know of no 
better statement of his principles than his own de- 
scription of them in the preface to his important 
book on THE SouRCES AND Mopes oF INFECTION, 
published in 1910. 

“This volume,” he writes, “is intended to indicate 
the principles which should guide sanitary practice, 
and to show how recent laboratory work and the 
epidemiological study of disease have modified 
these principles. When I began work as health 
officer in 1884, the filth theory was still in favor 
and it was generally believed that the germs of dis- 
ease commonly grew in decaying organic matter, 
yet contagion was recognized as an important fac- 
tor in the spread of disease and the isolation of the 
sick was more and more insisted upon. Fifteen 
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years ago, probably most health officials believed 
that the contagious diseases could be completely 
stamped out if only all persons sick with them 
could be isolated. The air was thought to be the 
chief medium for their transmission and fomites 
the mechanism for their passage from place to 
place. Sanitary practice was based on these 
premises. 

“My own views concerning these matters became 
greatly modified year by year, partly owing to the 
rapidly accumulating knowledge of bacteria and 
other disease producing organisms, and partly ow- 
ing to direct observations on the manner by which 
infectious diseases are disseminated and on the 
effect of preventive measures. 

“It now appears that the growth of disease germs 
outside of the body is not frequent enough to be an 
important factor in the causation of disease, but 
their growth in the body without causing sickness, 
their latency as it were, often for many months, is 
a factor of very great significance. We know now 
that direct contact with the sick, or with healthy 
carriers of disease germs, is an exceedingly fre- 
quent mode of transmission, and that infection by 
means of the air, or from infected articles, is not 
nearly as common as was formerly believed. 

“Present-day theories and present-day practice 
are maintained largely by tradition and to facilitate 
the adaptation of practice to the facts as we know 
them, is the purpose of this book. The attempt is 
made in the following pages to estimate roughly 
with the very imperfect material now available, the 
relative importance of different factors in the ex- 
tension of infectious diseases. The conclusions 
must, to a large extent, be merely tentative, and 
as indicating lines for further study.” 


A New Type Health Officer 

Eight years before the publication of his book, 
Doctor Chapin declared, “Municipal cleanliness is 
not a panacea. There is no single procedure by 
which we can eliminate infection and prolong life. 
Instead of an indiscriminate attack on dirt, we 
must learn the nature and mode of transmission of 
each infection and must discover its most vulner- 
able point of attack. It is only along the line of 
patient investigation of each disease and practical 
deductions from ascertained facts, that public 
health work can succeed.” These words, I think 
you will agree, clearly express Doctor Chapin’s 
conception of scientific method—first, the facts, 
then the tentative hypothesis, lastly verification or 
disproval of hypothesis by further observation and 
experiment. Here indeed is a totally new kind of 
health officer who knows what he is doing and, in 
particular, why he is doing it. 

Perhaps you will indulge me to relate a vividly 
remembered personal experience. In 1904 I came 
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to Providence for the Christmas season, felt sick 
and went to bed. When my schoolmate, Doctor 
Henry B. Potter, now happily practicing in Wake- 
field, Rhode Island, arrived he informed me that I 
was down with scarlet fever. My house was prop- 
erly placarded, the disease ran its usual course and 
I discovered, to my great surprise, how plentiful is 
one’s epidermis. The sign was removed in what I 
thought to be a very short time, since Doctor 
Chapin said that the neighbors had sufficient warn- 
ing to avoid me. I expected that the ancient rite of 
fumigation would be performed, but I learned from 
Doctor Chapin that fumigation was “not worth a 
damn,” but would be carried out if it was requested. 
It was not requested. I did not know then that 
Doctor Chapin would soon address the American 
Medical Association on what he called The Fetish 
of Disinfection. Of this ancient and supposedly 
honorable practice he spoke somewhat cynically as 
follows: 

Official disinfection costs money and is annoy- 
ing. Its only excuse is that it is believed to be an 
important factor in preventing disease. But is it 
an important factor, and is its practice based on 
good evidence of its necessity and value? It is 
to be feared that it is not. We disinfect not be- 
cause the utility of the process has been demon- 
strated, but because of precedent and authority. 


Dr. John E. Donley, (right) 13th Charles V. Chapin 
Orator, receives the Medal Award of the City of Provi- 
dence from Dr. Hilary J. Connor, superintendent of the 
Chapin Hospital, at the 143d annual meeting of the 
Rhode Island Medical Society. 


continued on next page 
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There can be little doubt that disinfection had 
its origin at a time when disease was thought to 
be the work of demons. Burnt offerings and 
fumigations with aromatics were among the 
means employed to appease the supernatural 
powers. The early practice of medicine was con- 
fined to the priesthood and cleansing of the sick 
was largely a religious ceremony. This cult of 
purification by fire and smoke and libations has 
continued even to modern times. The attempt to 
give it a scientific basis is an afterthought. 


It is interesting to recall that of the thirty-seven 
who heard Doctor Chapin present his paper, he 
was the only one who voted approval of his opin- 
ions. Yet in a few years, his doctrine prevailed 
almost universally and oblivion cast her poppies 
over the rite of fumigation. Forgive me, gentle- 
men, if I adapt what Francois Villon said in an- 
other connection, 

The wind has blown them all away, 
Where are the fumes of yesterday! 


I have been picturing Doctor Chapin as some- 
thing of an iconoclast which in truth he was. He 
kept a watchful and skeptical eye upon contem- 
porary traditions and customs. Uncriticized as- 
sumptions, no matter how ancient or authoritative, 
found small favor with him. He burned no incense 
at the shrine of custom merely because it was the 
shrine of custom. Like Doctor Samuel Johnson, 
his mind was characterized by an “obstinate ra- 
tionality,” and there was in him also some tincture 
of that shrewd humor which marked the sage of 
Fleet Street. 


Chapin—T he Critical Realist 


I do not know that he was conscious of being so, 
but I can think of no more faithful disciple of the 
Greek tradition in medicine than was Doctor 
Chapin. You remember that in his Book or PrRrE- 
cepts Hippocrates declares that tribe meta logou 
is the basis of all medical knowledge. Now, as Sir 
Clifford Allbutt tells us, tribe means primarily a 
rubbing or grinding ; so that the student must rub 
and grind at nature, using his reason at the same 
time ; but his reason must be a perceptive and inter- 
pretative not a productive faculty. As Hippocrates 
says, “conclusions which are merely verbal cannot 
bear fruit, only those do so which are based on 
demonstration. Wherefore one must hold fast to 
facts in generalizations also and occupy one’s self 
with facts persistently if one is to acquire that ready 
and infallible habit which we call the art of medi- 
cine. For to do so will bestow a very great advan- 
tage upon sick folk and medical practitioners.” 

As I have said, Doctor Chapin was a critical 
realist who devoted himself to the study of things— 
the things being microbes—which, just then, were 
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absorbing the enthusiastic attention of physicians, 
thanks to the researches of Pasteur, Lister and 
Koch and the rapidly maturing science of bacteri- 
ology. But grateful as he was for the gifts of bac- 
teriology to medicine, in his judgment there was 
something greater, for he declared, ‘Great as are 
these gifts to medicine, and especially to preventive 
medicine, I sometimes think that the gift of the 
scientific method and the scientific spirit is greater 
still. Pasteur and Koch were outstanding men of 
science. The rules which they laid down for their 
hosts of students were rigorous. There could be 
no guess-work. They must test and try and test 
again. Bacteriology has always seemed to me a 
splendid scientific discipline,” and he went on to 
add — observe gentlemen, the breadth of his 
vision — 

“We are apt to think of science as concerned 
only with the microscope, the test-tube and the 
chemical balance. It is my urgent desire to impress 
upon both laymen and professional health workers 
that some of the most valuable truths of sanitary 
science have been discovered in the field, at the 
bedside or at the desk of the statistician. Great as 
are the contributions of the laboratory, they must 
all be checked by observation on human beings. 
There is the greatest need for scientific investiga- 
tion by health. officers and fieldworkers. Such 
studies have born splendid fruit in the past and 
will do so in the future.” 

We have to think, then, of Doctor Chapin as a 
man in whose character there was a unique blend of 
the intellectualist, the humanist and the practical 
sanitarian, who knew how to deal tactfully with 
that unpredictable creature, his fellow man. 


As you well know the doctrine to which Doctor 
Chapin gave his assent and which motivated his 
practice, was that not fomites nor gases nor the air 
but rather persons were the chief agents in the 
transmission of communicable diseases. This, 
however, was not the prevailing belief in his day, 
for in an address delivered in 1914, he described 
the situation as follows: “Air was the chief vehicle 
of infection, nay, it was infection itself. The ema- 
nations from cellars and utility cupboards which 
dealt death and destruction through the house have 
been referred to, as well as the more specific effluvia 
which gave rise to yellow fever, consumption and 
diphtheria. Conditions became even more terrible 
when evidence began to accumulate that living 
germs, not gases were the cause of infectious dis- 
eases. Listen to what was taught in 1878, in my 
own state. 

“These germs, by their exceeding lightness, may 
separate from any of the emanations from the 
body, either after having been thrown out upon the 
surface of the ground and rising therefrom to be 
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waited away in the currents of the air, to infect 
some other person or persons, weeks or months 
afterwards, and then scores of miles away; or, 
separating immediately in the sick chamber from 
the breath, perspiration, scaling off, or other dis- 
charge from the body, may rise and, floating about 
in the room, infect some unwary caller, to find 
lodgement in some nook or crevice, or on some 
shelf, moulding, sash, ornaments, curtains, drapery 
or other clothing, to be again dislodged from their 
resting places, weeks, months or years afterwards 
to affect some casual visitor or new occupant or be 
carried away in articles of furniture, ornaments 
or wearing apparel, to spread infection and carry 
dismay to other persons and in other localities. 

“There is little wonder,” said Doctor Chapin, 
“that when a few years ago we sought to establish 
a hospital for contagious diseases, the neighbors 
rose as One man to protest against the outrage. 
Scores of them now spend their Sunday afternoons 
in our pleasant grounds.” The pleasant grounds to 
which Doctor Chapin refers are those of the Chapin 
Hospital where, for the first time in America, was 
put into practical use the principle that communi- 
cable diseases are not air-borne but are transmitted 
mainly from person to person. And as we all know 
the Chapin Hospital became internationally famous 
as the result of Doctor Chapin’s principles and 
practice. 

I should like to relate to you an incident com- 
municated to me by Doctor Henry E. Utter, which 
is pertinent to Doctor Chapin’s remarkable fore- 
sight regarding matters of public health. Doctor 
Utter writes, “In 1913 I heard his lecture at the 
New York Academy of Medicine on Air as a Ve- 
hicle of Infection, He was promptly sat upon, but 
he was right nevertheless” ; and Doctor Utter con- 
tinues, “it is interesting to go back twenty-five 
years when I was a physician to the sick poor chil- 
dren of this city. At that time, in a fit of exaspera- 
tion, he said to me, ‘Why don’t we stop this silly 
quarantine entirely, treat the child as we would with 
any other disease and send him back to school when 
he is well? The only reason we continue this fool- 
ish quarantine is because I cannot get my fellow 
public health officers to agree with me.’ This was, 
said Doctor Utter, so characteristic of him.” 


Public Health Progress 


According to Doctor Chapin, the history of the 
public health movement presents three fairly well- 
defined phases. The first concerned itself chiefly 
with the environment, the second with the isolation 
of the sick, the third with personal instruction and 
with cure. We have learned already what Doctor 
Chapin thought about the filth doctrine of disease, 
so dear to his contemporaries, and we know that he 


gave only a very qualified approval to isolation as 
a measure for the control of the spread of conta- 
gious diseases. “Forty years ago,” he wrote, “I 
imagined, as did everyone else, that if we could iso- 
late every case of contagious diseases, the disease 
could be stamped out. We know now that this is 
far from true. The laboratory has taught us how 
numerous are the mild, atypical cases, which, after 
all, are cases of illness. The laboratory too has 
taught us what we never suspected before, that 
many recovering from infectious disease, carry the 
infection long after they are well and that many 
others, from contact with the sick, also have ac- 
quired the germs and become healthy carriers of 
them. The carriers of virulent diphtheria germs 
are more numerous than are the cases, and the well 
carriers of meningitis germs are more numerous 
still. Much harm and many outbreaks of sickness 
have been traced to typhoid carriers. Evidence 
points to many carriers of infantile paralysis. There 
are probably healthy carriers of nearly every infec- 
tion, though they do not appear to be very numer- 
ous in measles and smallpox. The carrier problem 
presents great difficulties, as yet unsolved. It is 
because of the unrecognized prodromal period, 
because of mild and missed cases, and because of 
the carriers that decided limitations are set to the 
usefulness of isolation.” 


As knowledge and experience increased, health 
officers, and Doctor Chapin among them, began to 
appreciate that while the state can do something 
for its people, the individual can do more for him- 
self if only he is taught what to do and how to do it. 
Soon the watchword became education and the new 
movement began with the crusade for the preven- 
tion of tuberculosis. Patients were taught the na- 
ture of their disease, they were instructed as to the 
dangers of contact and droplet and dust and milk 
infection. The tuberculous were told how to avoid 
transmitting infection. In due course, the nurse, 
the clinic, the sanitarium, played their part so that 
the nurse supplemented the nuisance inspector and 
the physician took the place of the policeman. 


In this educational movement for the prevention 
of communicable disease, Doctor Chapin became 
an influential pioneer. His horizon was wide and 
he realized that the problems of public health are 
coextensive with the whole field of medicine and 
are not limited to the area of infectious and con- 
tagious disease. He was among the first to devote 
his attention to the prevention of infant mortality 
and promoted the supervision of school children in 
whom he was intensely interested. Narrating the 
Evolution of Preventive Medicine, he said, “There 
has been some control of contagion by this means 
(school supervision ), but it has not been phenome- 


nal. It soon appeared that medical inspection, as it 
continued on next page 
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was first called, had a much broader field. The 
physician saw many children poorly nourished, 
with defective eyesight, suffering from adenoids 
and with numerous other disabilities, some, per- 
haps, marking the beginning of serious organic 
defects. Interest has centered upon the child, and 
it is felt that childhood is the time to remedy de- 
fects and to teach right ways of living. The medical 
supervision of children is largely educational work. 
The physician is the one to discover defects and to 
remove them; he also must be the teacher to show 
the need for action and the way in which betterment 
can be secured. Here, as in infant welfare work, 
the nurse must be his lieutenant. She must go into 
the home and explain to the parents what the phy- 
sician has explained to her. The statement, “Sani- 
tary instruction is more important than sanitary 
legislation,” represents the point of view held to- 
day, but it certainly does not represent that held 
fifty years ago. 


Did time and your patience permit, I could ex- 
tend this desultory account of Doctor Chapin and 
his work, but I trust that I have said enough to 
give you at least some insight into the spirit and 
savor of his mind and heart. He was, of course, 
first and foremost devoted to the application of the 
scientific method to the problems of public health ; 
but he was never the crusty scholar who retires into 
the citadel of his own mind and pulls up the draw- 
bridge. He could not tolerate vague generalities 
and he had little regard for the pronouncements of 
mere authority. He was well aware of the mysteri- 
ous viability of the false. Like Sydenham, the 
English Hippocrates, he might have chosen as his 
motto, 

Thou, nature, art my Goddess, to thy law 
My services are bound. ~ 


Dr. Chapin was one of the most amiable of men, 
whose friendship was as firm as it was unobtrusive. 
He loved life out-of-doors, and a sailboat and a 
good breeze gave him many hours of refreshing 
enjoyment. Botany and natural history were 
among his avocations. He was also interested in 
the history of his native city and state which led 
him to publish in 1925 a History or Ruope IsLanp 
FERRIES, written with the cooperation of her, who 
was the constant companion of his life, his studies 
and his leisure. It was due to his long and patient 
advocacy that the Chapin Hospital was founded 
and as Doctor Arthur Ruggles informs us, he 
played an important part in the establishment of the 
Emma Pendleton Bradley Home. With the modest 
equanimity so characteristic of him, he bore the 
many honors that were literally heaped upon him. 
To those who knew him well, he was the living em- 
bodiment of Cardinal Newman’s definition of a 
gentleman as being one who never inflicts pain and 
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who confers a favor as though he were receiving 
one. And when at the end of his long life, of eighty- 
five years, he laid down the burden of his work, he 
was famous in his chosen field of public health and 
to us of this society, he became what we shall ever 
cherish in affectionate memory—the symbol of 
what a true physician should be. 


anima 


\) 


WHEREAS Mundelein College of Chicago, IIl- 
inois, has established a Magnificat Medal Award 
given annually to the nation’s outstanding Cath- 
olic college alumna who is distinguished for her 
contribution to Christian social living, and 


WHEREAS the 1954 award has been conferred 
upon Jeannette E. Vidal, Doctor of Medicine, a 
member of the Kent County Medical Society 
and the Rhode Island Medical Society, and 


WHEREAS Doctor Vidal in her dedicated career 
as a physician, and in her service to both civic 
and religious groups, has brought added honor 
to the Medical Profession of this State and the 
nation, as is further evidenced by her selection 
for the Magnificat Award, 


THEREFORE, BE IT RESOLVED that the 
House of Delegates of the Rhode Island Medical 
Society assembled in meeting this 28th day of 
April, 1954, do hereby record for the Society 
its felicitations to Doctor Vidal for the high 
honor bestowed upon her, and its appreciation 
for distinguished service to the Medical Pro- 
fession, and thereby the people, of Rhode Island. 


F. KeEtty, M.p. 
President, Rhode Island Medical Society 


THOMAS PERRY, JR., M.D. 
Secretary, Rhode Island Medical Society 
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CHANGING MEDICAL PATTERNS* 


EarL F. KELLY, M.D. 


The Author. Earl F. Kelly, M.D., President of the 
Rhode Island Medical Society, 1953-54. 


N CHOOSING my topic for presentation today, 
I had in mind a frank discussion of some of 
the changes that have taken place in medicine over 
the past fifteen years. I am not going back any 
further because so many changes have occurred it 
would be impossible to elaborate on all. I might say 
I will only be able to touch on a few of the more 
important ones as they affect the public and the 
physician. 

In this day of hurry and strain, the physician and 
patient have drifted farther apart until we no 
longer have the family doctor relationship that was 
enjoyed not so long ago. There are many reasons 
for this and I will not elaborate at the present time, 
but I will mention them later. Many rapid strides 
have been made in medicine and surgery with the 
use of antibiotics, sulfa drugs, and new surgical 
procedures. With the use of new drugs the patient 
has been able to combat illness most successfully 
and he is also able to get well more quickly without 
as much suffering, or as long a hospital stay. This 
is also true in the field of surgery as the hospital 
stay has been gradually decreased. 

I could dwell at length about the advances made 
but it is my intention to bring out various other 
changing patterns that affect the public and the 
physician. First, public health laws and regulations 
have affected all of us. We in this state have been 
very fortunate in having a state director of health 
and a governor who have been friendly to the medi- 
cal profession and have been willing to discuss with 
our profession, and in particular with the Public 
Laws Committee of the Rhode Island Medical So- 
ciety any matters concerning the medical profession 
and the public before putting laws into effect that 
might cause ill-will by the public or the profession 
in their good feeling toward one another. 

However, some of the laws that have been rec- 
ommended by the governor and the health depart- 
ment with the approval of the Rhode Island Medi- 
cal S: iciety, after long discussion and study by 
*Presiential Address delivered at the 143d Annual Meet- 


ing of the Rhode Island Medical Society, at Providence, 
Rhode Island, May 5, 1954. 


representative non-political committees, were not 
passed by the senate but were passed by the house. 

One of these legislative measures concerned 
rural and suburban health problems in this state. 
When you realize that one-third of the state popu- 
lation lives in rural and suburban areas and many 
have inadequate health conveniences, one wonders 
whether the health of the entire state is protected 
as it should be. 

You must realize that the physician today is not 
the old country doctor who was willing to travel 
many miles to serve his patient with little or no 
compensation. It is also known that the commission 
duly appointed found that these rural areas were 
understaffed by medical men and nurses for the 
control of communicable diseases, and lacked pub- 
lic health personnel, laboratory facilities, maternal 
and child health care and many other services. We 
have had no stimulus to improve these services in 
the rural field of public health. When you realize 
that the population is moving out to the rural and 
suburban communities and some of the population 
does not have all the facilities it should have, you 
can see clearly, with such a changing pattern of 
living with lack of physicians and other care, that 
laws should be enacted to relieve this shortage. It 
would seem to be much easier to get money appro- 
priated for many of the less important things that 
do not pertain to the health of the people, than to 
have a good regulated program for rural and sub- 
urban health care. 

My conclusion is that the population is moving 
out to the rural areas, but the physicians are re- 
maining in the cities which leaves a shortage in 
these areas and an over-supply in the cities. Any 
regular method of securing physicians to a rural or 
suburban community that will produce results is 
worth the effort. As I mentioned a moment ago, 
the trend of the young physicians is for the city. 
They claim it is hard to practice up-to-date medi- 
cine without modern facilities at hand. 

If the rural communities like those of Virginia 
reported in a recent article to have shown that it is 
possible to attract young men to a small town when 
facilities and good equipment can be supplied out 
of community supported funds, it would seem that 
young men after graduating from school and after 


hospital work, would be able to secure good fields 
continued on next page 
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in the practice of medicine in the rural and sub- 
urban communities. In order to do this, the neces- 
sary equipment for the establishment of a good 
up-to-date practice must be supplied by the com- 
munity or from private funds. The state of Vir- 
ginia started this program in 1946 and it now has 
a back-log of 130 physicians, general practitioners, 
waiting for the opportunity to start in the right 
rural community. 

All of this has been done without government aid 
but with private or community funds. Small clinics 
with excellent equipment have been established. 
This plan of Virginia has been called by the A.M.A. 
one of the best in the nation. If the state of Virginia 
can accomplish this, Rhode Island, a much smaller 
state and more compact could establish similar fa- 
cilities and attract men to the areas outside the 
cities. 


Intern Shortage 


Another changing pattern in medicine today is 
the marked shortage of interns and residents in the 
past ten years. The increasing number of hospitals, 
including the veteran hospitals which are great 
competitors in securing interns for intern training, 
and the insufficient supply of physicians graduating 
from medical schools, leaves the public and smaller 
hospitals without protection, while the large insti- 
tutions and university centers have more than 
enough to maintain their programs. Most institu- 
tions that formerly paid house physicians nothing 
or very little for an internship, now must pay very 
good premiums to secure a good intern. There are 
5000 graduates a year in the United States and the 
approved hospitals for intern training have about 
11,000 intern positions, so one can readily see that 
the demand is much greater than the supply. It 
must be remembered that the intern of today has a 
different look at working after the completion of a 
four-year medical training. He may be married, 
or due to the war, be an older man who has many 
more responsibilities than we had in our day, with 
the result he is seeking the best place which will be 
most lucrative for him from an educational stand- 
point as well as a pecuniary one. Some medical 
schools have the fifth year plan of internship which 
is a prerequisite for graduation, and in some states 
like Rhode Island a rotating internship is necessary 
whether one intends to specialize or not. 

While speaking about specialization, I find in 
my dealing with interns who think of being special- 
ists, that they very often concentrate on the spe- 
cialty rather than to secure a good rotating intern- 
ship. I believe no man should take a specialty un- 
less he has had a five-year internship or a rotating 
internship after graduation because he secures a 
better foundation by taking such an internship. In 
securing a good rotating internship one may have 
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unpleasant experiences but they are stepping siones 
to success. I think the intern receives more in- 
dividual attention and a better opportunity to get 
work in a smaller approved hospital that has a good 
intern-training program and a good medical staff 
to supervise it. If more medical men took the in- 
tern under supervision today, he would probably 
be a happier person and might forget some of the 
revolutionary ideas that have been instilled in his 
mind. 


Foreign School Graduates 


With the shortage of interns because of an in- 
sufficient supply that I mentioned, we have had to 
resort to the employment of foreign residents, a 
point that I realize is open to discussion. I have 
secured through the courtesy of Mr. Thomas B. 
Casey, of the Department of Health the latest sta- 
tistics which I shall take one minute to present 
because of their important interest : 

The following is a tabulation of the ratio of 
foreign physicians licensed to the total physicians 
licensed in the state of Rhode Island from Jan- 
uary 1, 1950 to the present time: 


Total 
Licensed in 
Rhode Island 


1950 2 
1951 8 
1952 24 
1953 27 
1954 to May Ist 15 


Physicians are classified as being graduates of 
foreign medical schools if they received their 
medical degree from a college or university lo- 
cated outside the United States or Canada. 

The recently noted large influx of foreign 
physicians has continued. The Division receives 
inquiries from graduates of foreign schools at the 
rate of from three to five daily. One of the rea- 
sons for the present increase in the number of 
physicians trained abroad is that sufficient time 
has now elapsed since the years immediately 
following World War II to allow many of the 
displaced physicians to complete the required 
training in this country to enable them to qualify 
for application in Rhode Island. Another phase 
of the problem lies in the inability of our domes- 
tic medical schools to accept more than a fraction 
of the applicants who look forward to a career 
in medical practice. 

Some of the schools from foreign countries are 
classified and recognized and many have not been 
classified by the A.M.A., and while the classifica- 
tion remains in this status one remains in a dilemma 
as to the graduate that should be accepted or re- 
jected. Incidentally, the foreign graduate in taking 
the examinations and in doing his intern work, in 
spite of the speech handicap has shown good judg- 
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ment, a willingness to work and in most cases a will- 
ingness to be taught. This is a changing pattern 
which I am sure is with us to stay unless the Amer- 
ican medical schools increase or devise some way 
for a larger enrollment. I have no solution for the 
changing pattern but I think that we all should give 
it the utmost consideration for ourselves and our 
country. 
Prepayment Programs 

The third part of my discussion concerns the 
methods of paying the hospital and the physician. 
First, insofar as hospitals are concerned the Blue 
Cross of Rhode Island has been established for the 
past fifteen years and has helped the public with 
their financial responsibility to hospitals. I think 
our Blue Cross has sufficiently operated for the 
benefit of all, and in 1953 the operative cost of 
58 cents per subscriber as contrasted with the na- 
tional average for all Blue Cross plans of $1.12 
per subscriber, shows a difference of fifty-four 
cents which amounts to $322,285 on an annual basis 
that is saved to the people of Rhode Island. 

While improvements are sure to follow, this 
establishment and other Rhode Island plans for 
insurance have been a blessing to our patients in 
helping to pay the mounting cost of medical care. 
Incidentally, a little of the money that can be saved 
could be given to medical service rendered. So 
often you read about doctor’s bills which when 
broken down show this to be a broad coverage, and 
may mean hospital care, nursing care, dressings, 
operating room use, with the doctor’s bill the minor 
rather than the major item you are led to believe. 

With this Blue Cross help already rendered, the 
doctors of Rhode Island took upon themselves to 
incorporate and furnish a physician’s service to 
help the patient pay much of the cost of medical 
care. Before this establishment, medical care was 
either left unpaid, and was an embarrassment and 
a handicap to the physician, whereas now the Phy- 
sician’s Service has tended to help both the patient 
and the doctor. While this plan has only been in 
existence for five years it has served to prove that 
the doctors of this state are trying to help the pa- 
tient and in so doing receive their just compensation 
for services rendered. 

The purpose of the Physician’s Service as of- 
fered to the people of Rhode Island is to give good 
surgical and medical care at a low cost. Today in 
Rhode Island 90% of the physicians have signed 
agreements with the Physician’s Service. This 
service is supplied to over 400,000 people or over 
50% oi the state population. With these few facts, 
one can readily see that the Physician’s Service 
controlled by the physicians and the participating 
Program signed by 90% of the physicians of the 
State proves beyond doubt that the people can re- 
ceive good care for a fair cost and without the 
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necessity of socialized medicine or any other “give- 
away” program at all. No individual has to have 
much education to know that nothing plus nothing 
equals nothing, and no government or state is going 
to give anything to you without the necessity of 
taxing you in return. 


Socialized Medicine Danger 


My last topic for discussion in our changing pat- 
terns is the ever present danger of socialized medi- 
cine. I have just mentioned to you in referring to 
Physician’s Service how it can be avoided. All 
medical-public relations between doctors and pa- 
tients must be based on human feeling, understand- 
ing and good will. The practice of medicine today 
is losing the personal contact and because of the 
changing pattern of this relationship many things 
have happened which should make the physician 
and patient think about the present-day trend, for 
their own welfare. According to Dr. Ernest Dich- 
ter, psychological consultant of New York, certain 
factors must be adhered to by both parties for 
understanding and working success. 

The doctor has a right to charge for service and 
the patient should recognize this right. The patient 
should know that medical care today costs more 
and the reasons it costs more. He also should know 
that a medical fee should be set on a business-like 
agreement. The doctor should have a fee schedule 
and he can prevent many troubles by having one. 
The doctor should show appreciation for the pa- 
tient and vice versa. A closer relationship between 
the public and the doctor should be maintained and 
the doctor should take a leadirg part as a citizen in 
the doings and life of the community. If there are 
any feelings of distance between the public and 
medical profession, they should be removed. The 
sooner these conditions are fulfilled by both medi- 
cine and the public there will be little need for 
socialized medicine whether it be passed by a legis- 
lature or through the back-door methods now be- 
ing employed. 

Some will say that with these changing patterns 
medicine has seen its best days as a profession. 
This is not so. The discovery of antibiotics, sulfa 
drugs, cortisone and other scientific advances have 
been financed by drug houses and private individ- 
uals who have spent much time and money so that 
the physician can alleviate suffering, and through 
these means is able to lower morbidity and mortal- 
ity rates. The rural areas in the state, because of 
the influx of people to these areas, should have 
better medical care, not only with facilities but with 
more medical men. Legislation should be support- 
ing the findings of the recently appointed health 
commission by the governor as this is a public 
service. People should have the right to receive 


this consideration. 
concluded on page 329 


1 
y 
> 
1 


RHODE ISLAND MEDICAL JOURNAL 


MEDICAL PRACTICE AND LEGAL LIABILITY 


Il. Liability Resulting from Errors in Diagnosis* 


WILLIAM H. FOLEY, M.D., LL.B. 


The Author. William H. Foley, M.D., LL.B., of 
Providence, Rhode Island. Graduate of Harvard Law 
School and Boston University School of Medicine; 
Member, Surgical Staff, and Director of Intern Educa- 
tion, Roger Williams General Hospital. 


(Where applicable, the term “surgeon” is included 
under the term “physician.” ) 


Tr 1s A fundamental legal principle that no liability 

will be imposed for a non-intentional invasion of 
a person’s interests unless injury results therefrom. 
In medical care, diagnosis and treatment are so in- 
timately associated, that although an erroneous 
diagnosis has been made, injury may be averted by 
subsequent treatment. Liability arises where an 
erroneous diagnosis, negligently made, causes 
either 1) an omission to treat where treatment is 
indicated with resultant injury to the patient, or 
2) improper treatment based on the erroneous diag- 
nosis with resultant injury to the patient. 


To render the physician or surgeon liable, there- 
fore, the patient must show: 


1. A mistake in diagnosis. 


2. That the physician’s failure.to meet the obli- 
gation imposed on him by law was the cause 
of the mistake. 


3. That because of the mistake the patient has 

suffered injury. 

4. That the mistake has been the proximate cause 

of the injury. 

In the situations under consideration here, the 
matter of consent is not in issue. The question here 
is whether the physician or surgeon, in arriving at 
his diagnosis, has conformed to the standard of 
conduct which is imposed on him by law, i.e., did 
he use average skill, care and diligence in gathering 
factual data concerning the patient’s illness and did 
he use his best judgment in the exercise of his skill 
to correctly draw reasonable conclusions from the 
data obtained? Since his subsequent course of 
action is determined by his diagnosis, if the physi- 
cian is legally at fault in the establishment of the 
diagnosis, his subsequent acts or omissions, in 


*The second in a series of articles. 


treatment, following the erroneous diagnosis, may 
likewise be faulty and liability will arise. The phy- 
sician, therefore, is under an obligation in his ac- 
quisition of facts, to take an adequate history and 
to utilize such laboratory, x-ray and consultatory 
assistance as is ordinarily used by physicians in 
good standing in the same or similar localities. Cir- 
cumstances such as the urgency of the matter, the 
availability of diagnostic aids, the time element, 
etc., must likewise be considered in determining the 
question of due care. In Burk vs. Foster 69 S.W. 
1096, the court states “the patient is entitled to an 
ordinary careful and thorough examination of his 
injuries as the circumstances attending their inflic- 
tion, the condition of the patient and the surgeon’s 
opportunities for proper examination suggest and 
allow,” and in Just vs. Littlefield 151 Pacific 780 
(Washington ), the court said: “There is a funda- 
mental difference between mere errors of judgment 
and negligence in previously collecting data essen- 
tial to a proper conclusion. If he omits to inform 
himself as to facts and circumstances and injury 
results therefrom, then he is liable.” This principle 
has been stated in many cases. See American Juris- 
prudence Vol. 41. See also Saunders vs. Lischkoff 
188 So. (Fla.) 815. 

The physician is neither a guarantor of the cor- 
rectness of his diagnosis nor of the efficacy of his 
treatment. Beni vs. Abrons 19P (2) 523 (Calif.) ; 
McBride vs. Roy. 58P (2) (Okla.) 886. 

Where, therefore, the physician, or surgeon, has 
conformed to the standard of conduct legally im- 
posed, an erroneous diagnosis and treatment con- 
sistent therewith will not give rise to liability even 
though injury results to the patient. In Robinson 
vs. Ferguson 22 N.E. (2) (Ind.) 901, the court 
said: “In the absence of evidence of any lack of 
skill or care in making the examination and forming 
his judgment, mere proof that the diagnosis was 
wrong will not support a verdict for damages.” 
However, the physician, in the exercise of due care, 
is bound to consider new facts arising in the course 
of his management of the patient’s illness and these 
may well necessitate a revision of diagnosis. Negli- 
gent failure to correct the original diagnosis may 
give rise to liability. In Wilson vs. Corbin 41 N.W. 
(2) (lowa) 702, the patient fell and sustained a 
compression fracture of the 3d lumbar vertebra. 
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An x-ray was done but only the 4th and 5th lumbar 
showed on the films. The defendant physician 
made the diagnosis that no bones were broken. The 
patient, however, continued to complain and three 
months later a re-x-ray showed a fracture of the 
3d lumbar. The court said: “The defendant’s 
knowledge of this continued suffering should have 
caused him to doubt the correctness of his diagnosis 
and in the exercise of ordinary skill and care to 
make further examination.” See also Burford vs. 
Baker 127 Pacific (2) (Cal.) 941; Seewald vs. 
Jentry 286 S.W. (Mo.) 445. 


Erroneous Diagnosis Situations 

Where the physician’s failure to conform to the 
standard of conduct imposed by law results in an 
erroneous diagnosis, one of the following situations 
may arise: 

1. Physician negligent. Diagnosis is erroneous 
but no injury results. Here no liability arises. 
Ewing vs. Goode 78F (Ohio) 442 “mere lack of 
skill or negligence, without injury, gives no right to 
recover even nominal damages.” 


2. Physician negligent. Diagnosis is erroneous 
but treatment instituted is proper for the true con- 
dition. Here no liability arises despite any resultant 
injury since error in diagnosis has been rectified by 
proper treatment and physician is not a guarantor 
of efficacy of treatment. In Hill vs. Boughton 
1 So, (2) (Fla.) 610 the court stated : “The physi- 
cian was employed not only to treat the plaintiff but 
first to determine the identity of the malady and 
then to prescribe treatment for such malady. If the 
treatment happens to be the proper treatment for 
her malady, then she has no cause of action.” In 
McBride vs. Roy (supra), patient fractured his 
hip. Defendant diagnosed tear of ligaments and 
strained muscles. Rest and massage prescribed. 
Expert testimony was to the effect that this treat- 
ment was proper. Held—no liability. In Tomer vs. 
Aiken 101 N.W. (Iowa) 769. Dislocation of the 
clavicle erroneously diagnosed fracture. Treat- 
ment applied was proper for dislocation. Held— 
no liability. 

Physician negligent but agnosie: is correct. 
No liability arises. 


4. Physician negligent—Diagnosis is erroneous 
and patient suffers injury because 
(a) treatment is not given because of the er- 
roneous diagnosis. 
(b) treatment applied is improper because of the 
erroneous diagnosis. 
"In (a) and (b) liability will be imposed. 


Improper Treatment 


In some jurisdictions, erroneous diagnosis will 
hot result in liability unless the physician also in- 
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stitutes improper treatment. In Bugg vs. Security 
Benefit Assn. 112P (2) (Kan.) 73, patient pre- 
sented herself for treatment because of a lump in 
the breast. Defendant physician did a biopsy and 
informed the patient she had cancer. Patient did 
not return to defendant but went to another clinic 
where the breast was amputated. Breast eventually 
found not to be cancerous. Defendant physician 
was absolved of liability inasmuch as he did not 
institute the improper treatment, it being held that 
no injury resulted from the diagnosis and that the 
proximate cause of the injury was the patient’s 
independent action in having the breast removed at 
the second clinic. 

This brings up the question of liability where a 
surgeon operates on a patient relying on the diag- 
nosis of the referring physician. Here the courts 
are not agreed. It has been held that a physician is 
justified in accepting as correct and acting upon the 
diagnosis or preliminary examination of another 
physician of good repute who had sent the patient 
to him for a specified treatment and is not negligent 
in failing to make an independent examination or 
diagnosis before administering such treatment. 
Sweeney vs. Erving 35 APP (D.C.) 57 43LRA 
(NS) 734; Stephens vs. Williams 147 So. 608. 
(Ala. ) 

The opposite view was taken in Baird vs. Na- 
tional Health Foundation 144 S.W. (2) (Mo.) 850 
where the physician was held to be liable if he had 
an opportunity to discover the true facts and failed 
to do so. An analagous situation arises when the 
operating surgeon relies on an erroneous diagnosis 
by the hospital pathologist. In Valdez vs. Hawkins 
211P (2) (Cal.) 6, it was held that he was not liable. 
In that case, an axillary gland was diagnosed by the 
pathologist as carcinoma. Surgeon removed the 
breast. The correct diagnosis was Hodgkins dis- 
ease or lymphoma. 

Since legal liability is imposed for undertaking 
to treat a patient where the diagnosis and subse- 
quent treatment is negligent, a fortiori, the physi- 
cian will be liable for undertaking treatment when 
no diagnosis has been attempted. In Levenson vs. 
Ruble 30 N.E. (2) (Mass.) 840, the patient pre- 
sented herself with skin trouble. No diagnosis was 
made but treatment was prescribed in the form of 
ten actinic light treatments. The patient sustained 
an exfoliative dermatitis. In view of the treatment 
given in absence of diagnosis, the defendant was 
held liable. 

The physician’s obligation is not met unless vari- 
ous diagnostic possibilities which are suggested are 
given adequate and careful consideration. Where 
careful and diligent factual inquiry points to more 
than one reasonable diagnosis, no liability will arise 
where the physician chooses one of the equally rea- 


sonable possibilities though this may ultimately 
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turn out to be erroneous. However, if given one of 
several possibilities, he does not exercise his best 
judgment in the differential diagnosis, with re- 
sultant injury to the patient, he will be liable. In 
Fortner vs. Koch 261 N.W. 762 (Michigan), pa- 
tient consulted the defendant because of a swollen 
knee. The defendant made a diagnosis of sarcoma 
and applied treatment which proved injurious. He 
.did not do a Wasserman, x-ray or biopsy. An- 
- other physician was later consulted who did a Was- 
serman, x-ray and biopsy. The condition was found 
to be a gumma and the patient improved under 
antiluetic treatment. A substantial verdict was re- 
turned against the first physician because of the 
improper treatment following the error in diagnosis. 

Although a physician may avail himself of all 
indicated diagnostic aids yet he may lack the skill 
to evaluate properly the facts ascertained. If, for 
example, he takes an x-ray, or does an electro- 
cardiogram and due to lack of skill in interpre- 
tation, the pathology is missed, liability may be 
imposed. In Reynolds vs. Struble 18 Pacific 
(2) 690 (California), patient fell from the fourth 
to the second floor of a building. One portable 
x-ray was done in the hospital and the defendant 
physician diagnosed “no fracture.” The patient 
was discharged in eight days. Three weeks later, 
he consulted another physician who found a frac- 
ture of his left shoulder. The evidence showed 
that the first x-ray did disclose a fracture which 
the defendant overlooked. The court said: “A 
physician forming an opinion and acting on 
it is presumed to have ordinary skill and knowl- 
edge. The evidence was sufficient to warrant the 
finding that in making a diagnosis the defend- 
ant failed to exercise the required degree of skill 
and learning.” See also Long vs. Austin 69 S.E. 
(N.C.) 500 (1910) where the defendant surgeon 
applied manipulation in order to discover whether 
a humerus was fractured. This method of diagnos- 
ing fracture was consistent with the practice in the 
locality. The defendant physician failed to dis- 
cover the fracture, however, and the court, in its 
opinion, held him liable because of lack of skill in 
evaluating the signs presenting. In Williams vs. 
Marine 162 Atlantic 796 (Vt.), the court said: 
“One who employs a physician is entitled to a 
reasonable and thorough examination before a 
remedy is applied. What such an examination in- 
volves depends somewhat on the patient’s condition 
and the opportunities for examination open to the 
physician. Physician’s conduct is to be judged by 
not only what he discovers on examination but by 
what he ought to discover, i.e., by what the average 
practitioner of his particular school in that general 
locality would discover.” 

In Cook vs. Moats 238 N.W. 529 (Neb.), patient 
had a mastectomy sometime before seeing the de- 
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fendant and a previous x-ray showed cancer in 
femur. The defendant, an osteopathic physician, 
had been treating the patient for arthritis and bent 
leg and broke the femur. The court said: “It is 
clear that a physician of any school upon learning 
that an entire breast had been removed for lumps, 
would suspect the same might be caused by cancer 
and would know that cancer might develop in the 
bones of such patient. Malpractice may consist in 
a lack of skill or care in diagnosis as well as 
treatment.” 

While a physician or surgeon is not obliged to 
make an immediate diagnosis, he is obliged to make 
the diagnosis within a reasonable time, and he is 
also obliged to make a reasonable effort to put the 
patient in condition so that the diagnosis may be 
made within a reasonable time. (Pike vs. Hon- 
singer supra) Improper treatment or omission of 
treatment due to failure to diagnose within a rea- 
sonable time will result in liability. Weintraub vs. 
Rosen 93 Federal F. (2) 544, was a case of a head 
injury. The patient was in the hospital from Au- 
gust 9 to September 7, and for the first four or five 
days was unconscious. She thereafter complained 
of pain in the hip but no steps were taken to make 
a diagnosis. Following her discharge from the hos- 
pital, another physician made a diagnosis of a frac- 
tured hip. The first physician was held liable for 
failure to diagnose the hip fracture within a reason- 
able time. 

In Hoover vs. McCormick 247 S.W. Kentucky 
718—case of a dislocated elbow. Attempt to reduce 
on March 29 was unsuccessful but this was not dis- 
covered until April 25 when the first x-ray was 
taken. Another surgeon had to section the head of 
the radius. Liability imposed for failure to diagnose 
within a reasonable time. On the other hand, due 
care may make delay in diagnosis imperative as, for 
example, where the patient is in shock or the condi- 
tion is such that the handling necessary to arrive at 
an adequate diagnosis would be detrimental to the 
patient’s welfare. 


Consultation Services 

If, after the physician has exhausted his skill, he 
still remains in doubt as to the diagnosis, due care 
will require that he avail himself of consultation 
where such assistance is reasonably within reach or 
that he refer the patient to one qualified. In Beards- 
ley vs. Ewing 168 N.W. 791 (North Dakota), the 
court held that due care required referral where the 
necessity of more expert treatment is recognized 
or should be recognized. Also in Mallen vs. Boyn- 
ton 132 Mass. 443, the court said: “If the de- 
fendant (surgeon) at any time during his attend- 
ance upon the plaintiff ... was uncertain or in doubt 
as to the nature and extent of the injury . . . the de- 
fendant was required to use his best judgment 


whether he should consult some competent surgeon 
q continued on page 324 
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Pro-Banthine: 
Action in the 


For Anticholinergic 
Gastrointestinal Tract 


Combined neuro-effector and ganglion inhibiting 
action of Pro-Banthine consistently controls 
gastrointestinal hypermotility and spasm and the 
attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use? 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


VISCUS 
Sites at which Pro-Banthine inhibits excess 


autonomic stimuli through control of acetylcholine mediation. 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? administered Pro-Banthine 
to a series of 156 patients during the period of a 
year. These authors report that the oral adminis- 
tration of 30 mg. of the drug “‘resulted in marked 
and prolonged inhibition of the motility of the 
stomach, jejunum, and colon... .” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents and, 
if they occur, they usually are not sufficiently 
severe to warrant discontinuance of the drug. In 
Roback and Beal’s? series of 156 patients, “Side 
effects were almost entirely absent in single 
doses of 30 or 40 mg....” ; 

Pro-Banthine(6-diisopropylaminoethyl xanthene- 
9-carboxylate methobromide, brand of propanthe- 
line bromide) is available in three dosage forms: 
sugar-coated tablets of 15 mg. ; sugar-coated tab- 
lets of 15 mg. of Pro-Banthine with 15 mg. of 
phenobarbital, for use when anxiety and tension 
are complicating factors; ampuls of 30 mg., for 
more rapid effects and in instances when oral 
medication is impractical or impossible. 

For the average patient one tablet of Pro-Ban- 
thine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro-Ban- 
thine, Gastroenterology 25 :416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Effect of a New Quaternary 
Ammonium Compound on Gastric Secretion and Gastrointestinal 
Motility, Gastroenterology 25:24 (Sept.) 1953. 
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MEDICAL PRACTICE AND LEGAL LIABILITY 
continued from page 322 

if such could have been found, within a reasonable 
distance. Today with rapid methods of transporta- 
tion and easy means of communication, the horizon 
has been widened and the duty of a physician is not 
fulfilled merely by utilizing the means at hand in a 
particular village where he is practicing. The bor- 
ders of a community have been extended so as to 
include those centers readily accessible where ap- 
propriate treatment may be had which the local 
physician, because of limited facilities or training, 
is unable to give.” 

See also Sinz vs. Owens 205P (2) 3 (Cal.). 
Here there was a comminuted fracture of the tibia 
and fibula. Physician reduced the fracture and ap- 
plied a cast. Cast removed three months later and 
leg was angulated. Testimony for the plaintiff 
stated usual procedure in such a case was to use 
traction and that traction should have been used 
even as late as the removal of the cast and that in 
such cases it was the general practice to send the 
patient to a specialist ten miles away. The court 
held that from the continuing angulation shown by 
x-ray and from the testimony that traction could 
still have been used three months after the accident 
or that he should have called in a specialist, the jury 
could infer negligence. 

Failure to avail oneself of facts reasonably ascer- 
tainable by history, examination or supplemental 
diagnostic aids reasonably accessible may give an 
injured patient grounds for suit based on negli- 
gence : 

1. Failure to examine. In Stevenson vs. Yates 
208 S.W. 820 (Kentucky), the defendant made no 
examination but told the patient she was suffering 
from kidney trouble. It was brought out at the trial 
that the patient had complained of amenorrhea. 
Eventually the patient went into labor and delivered 
a stillborn. The court said: “The testimony of the 
patient authorizes the finding that the defendant 
was negligent and unskillful and as a consequence 
the patient suffered damage.” Liability was im- 
posed. 

2. Failure to x-ray: Many cases have been 
brought, based on negligent failure to x-ray, either 
in the first instance or in the follow-up of the pa- 
tient and liability imposed. In Kuhn vs. Banker 
13 N.E. (2) 242 (Ohio), a case of non-union of the 
femur, liability was imposed where the physician 
failed to x-ray following removal of the cast and 
where the patient’s foot was shown to have rotated 
laterally and where the patient complained of severe 
pain in the hip. Also in Edwards vs. West Texas 
Hospital 89 S.W. Texas (2) 801, a case of a rup- 
tured uterus at delivery. Immediately after one 
baby had been born, a large mass was seen in the 
upper part of the abdomen which in the next few 
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hours found its way to the left lower side o/ the 
abdominal cavity. The physician concluded that the 
mass was an ovarian tumor, The court pointed out 
that two physicians testified that x-rays would have 
shown that this supposed tumor was a fetus. The 
case was allowed to go to the jury in this instance 
to determine whether or not failure to use X-ray 
was negligent. 

3. Failure to perform a urine analysis or blood 
chemistry has been held a basis for liability. In 
Domina vs. Pratt 13 Atlantic 2 (Vermont), insulin 
shock was not differentiated from diabetic coma. 
No urine analysis or blood test was done. The 
physician was held liable. Also in Central Dispen- 
sary etc. vs. Harbaugh 174 Federal (2) 507 (Dist. 
of Columbia), a patient was found unconscious 
and removed to the hospital. The physician did 
a physical examination and neurological but did 
not do a blood test or urine for alcohol. He asked 
the patient if she had been drinking (the patient 
being conscious for a few moments) and she 
answered “too much and too long.” He diag- 
nosed “acute alcoholism” and turned the patient 
over to the police, but five days later at another 
hospital, a blood clot was removed from her brain. 
Testimony was that the approved practice by 
physicians in that locality exercising ordinary care 
and skill required blood tests or urine analysis as 
a prerequisite to a diagnosis of acute alcoholism 
in the case of an unconscious patient. A judgment 
for the patient was reversed on a technical point 
and a new trial granted, but one judge, dissenting, 
said: “On this record of neglect and callousness, the 
jury was entirely entitled to conclude that the pa- 
tient’s condition was aggravated by the treatment 
she had received.” 

4, Liability based on failure to take cultures: 
In Baird vs. The National Health Foundation 
144 S.W. (2) 850 (Missouri 1940), a case of a 
hemolytic strep. infection of the throat. The de- 
fendant failed to do a blood count or take a throat 
culture. Liability was imposed. See also Clark vs. 
George 57 Minnesota 52, physician was called to 
see a patient with a sore throat. He diagnosed a 
quinsy sore throat but did not take a culture. The 
case proved to be one of diphtheria. Antitoxin was 
given too late. Patient died. Liability was imposed. 

5. Failure to do Wassermans. See Fortner vs. 
Coke supra. Also see Gifford vs. Howell (Texas) 
119 S.W. (2) 578—trench mouth diagnosed 
syphilis. 

6. Failure to do pregnancy tests. (Friedman and 
A. Z. etc.) In Peterson vs. Hunt 84 Pacific (2) 999 
(Washington), the patient visited the physician in 
September and claimed that he, after examination, 
said she was pregnant. Seven months later, her ab- 
domen was distended and she was complaining of 


pain. At this time, at the request of her husband a 
: continued on page 328 
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W: HAVE RECEIVED word from one of our so- 
ciety members that he thinks that we should 
voice an expression about the use of the only mu- 
nicipal golf course in the state for house lots. He 
feels the golf course has a therapeutic value for 
working people who cannot afford the private club 
fees. We are very willing to do as he suggests. 

The whole trend in our city has been towards 
congestion and less opportunity for the increased 
number of people to enjoy wholesome, outdoor 
recreation. Just think, not so very long ago it was 
possible to go to Kerwin’s Beach, about where 
the Fields Point shipbuilding project was built, 
and have a good swim. We doubt if the bulk of 
our population now can get a good swim without 
automobiles and long days devoted to fighting 
heavy traffic. 

We have protested before, possibly numerous 
times, against the manner in which spaces that 
had, we understand, belonged to the Park Depart- 
ment had been seized for different purposes. The 
nice little park in front of the State House is now 
used for the storage of automobiles. A large part 
of Davis Park, which should have continued as 
a great boon to the people in the Smith Hill area, 
has been seized for a hospital. There were innum- 
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erable places in our state where such a hospital 
could have been constructed. At the time of the 
seizure of Davis Park, we were told that there 
would be a compensation by opening up further 
areas for recreation. Will someone tell us what 
these newly opened areas are? Tockwotton Park 
has been destroyed as a park to put up a school 
building. School buildings, we have to admit, are 
worthy projects, but we have heard talk of con- 
demning some of the Fox Point district for a bet- 
ter housing project. What better project could 
one have when some ramshackle tenements were 
pulled down than to put the schoolhouse there 
rather than sacrifice our very limited park area? 

The medical profession of Providence has 
shown a decided interest in golf. Many of them 
fortunately are able to afford membership in our 
golf clubs, but not all by any means, The annual 
day devoted to golf of the Providence Medical 
Association is an enthusiastic affair. So we are 
pleased to take up the cudgels for the Triggs 
Memorial Golf Course. 

Congestion in our large cities is a tremendous 
problem. Every time a piece of open land is seized 
and covered with dwelling houses, the congestion 


is added too. That is one big argument against the 
continued on next page 
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suggested change, but the great argument for main- 
taining the golf course is that people should have 
larger open spaces for healthy, outdoor recreation 
than Providence has provided them. We hope our 
golf-loving citizens will not lose this great boon. 


CHAPIN — THE MAN 

Since 1942, outstanding physicians and scien- 
tists have been chosen to deliver the society’s memo- 
rable Charles Value Chapin Oration at the time of 
its annual meeting. Each, in turn, has presented 
a masterpiece on some phase of public health work, 
or scientific research, and the file of Chapin lectures 
forms one of the brightest chapters in the society’s 
reports on medical progress. 

It remained, however, for our Doctor John E. 
Donley to bring to us in the 13th oration an in- 
timate view of Chapin — The Man and His Work. 
The oration is published in this issue of our 
Journal, and it is a delightful biographical report 
and study that glows with the master literary 
touch of John Donley. 

That Chapin the Man should be presented for 
future generations to know was inevitable as an 
oration topic. That one as erudite as Doctor Donley 
was given the task was a choice for which we are 
grateful to our Committee on Arrangements. It 
is fitting and proper that the series of orations 
should include this exceptional portrayal of the 
physician who blazed such a bright trail in public 
health work, as reported by one who knew him 
well. 


A UNIVERSAL PROBLEM 

Recently we commented on the need for effective 
air pollution controls beyond the confines of Provi- 
dence where we have seen effective work done the 
past few years in controlling the pollution of the 
atmosphere. 

Our attention has been directed to the action of 
Representative James A. Byrne of Pennsylvania 
who has introduced a bill in Congress to amend the 
Internal Revenue Code to provide for an acceler- 
ated depreciation to be taken for all devices, build- 
ings, machinery or equipment for the collection at 
the source of atmospheric pollutants and contami- 
nants based on a period of sixty months. 

Just as we pointed out editorially recently that 
winds blow polluted air from neighboring cities 
“and towns into the Providence district, so too has 
Congressman Byrne’s Philadelphia area been con- 
taminated with a carbon-like soot which blows in 
from the direction of the Delaware River and 
neighboring New Jersey. He has come up with an 
interesting approach that should appeal to the busi- 
ness man seeking a respite from taxes as well as 
financial outlays for the necessary fire burning 
controls to control air pollution. 
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In presenting his legislation Congressman Byrne 
expressed the belief that the accelerated deprecia- 
tion would be an inducement to industrial concerns, 
In view of the fact that an aroused public in Provi- 
dence, coupled with an understanding industrial 
leadership in the community, has worked wonders 
in. clearing the air we breathe here, the tax reduc- 
tion provision, if no other reason, might win sup- 
port in other areas now indifferent to this serious 
health problem. 


BIGGER AND BETTER 
We were astounded and even more pleased 
when we took up a recent number of the New 
ENGLAND JOURNAL OF MEDICINE and saw by 
their editorial how they had been growing by 
leaps and bounds. Here are their figures: 
Circulation: 13,000 in 1943 
26,000 in 1952 
28,000 in 1953 
29,000 in March, 1954 


We are not making invidious comparisons be- 
tween the New ENGLAND JourRNAL of fifteen 
years ago and that of today, when we use the word 
“better.” It has for long years been outstanding 
for its quality. 

We are reminded of one of our medical col- 
leagues who, a few years ago, had an article pub- 
lished and sent out reprints. He was careful about 
those that he sent abroad, sealing them, and there- 
fore paying extra postage, and wrote on the out- 
side of each envelope with a bold hand “First 
Class.” A doctor from England, where we say 
they have no sense of humor, wrote a compli- 
mentary letter in reply and ended it, “I see that 
you have put on the outside of the envelope ‘First 
Class.’ I agree with you heartily—I certainly 
think your article is ‘first class.’ ” 

Our neighbor now has a new format and tells 
of many internal improvements. It gives us great 
pleasure to compliment Doctor Joseph Garland, 
the editor, and all his co-workers on the recognition 
which this increased circulation certainly shows of 
their great JouRNAL. We think it is “first class.” 


DIATHERMY EQUIPMENT 

Two years ago we published a report by the 
Society’s legal counsel relative to the new regula- 
tions of the Federal Communications Commission 
on the use of medical diathermy equipment. (See 
R. I. Mepicat JourNat, February, 1952.) 

The new rules and regulations of the Commis- 
sion became effective on June 20, 1953, but the 
Commission is aware now that a considerable num- 
ber of medical diathermy machines which do not 
comply with its rules are being operated, and mainly 
by doctors. 
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We hope that our membership has heeded the 
Commission’s regulations which take on added 
significance in view of the serious problem of na- 
tional defense. A public statement issued by the 
Commission on the entire problem is reprinted in 
this issue of our JOURNAL, on page 338. We com- 
mend the reading of this statement to every physi- 
cian in the state who uses medical diathermy equip- 
ment. 


KOREAN COLLEAGUES 


With Korean aid trains crisscrossing our country 
to publicize the need to offer material assistance to 
the Korean people for their personal courage and 
devotion to their nation in its fight against Com- 
munist aggression, we call to the attention of our 
members their opportunity to clothe a Korean phy- 
sician under a special plan announced by the Amer- 
ican-Korean Foundation. 

Dr. Howard A. Rusk, of the New York Uni- 
versity- Bellevue Medical Center, is the president of 
the Korean Foundation, and his plan provides that 
for a contribution of $20 the Foundation will ship 
toa Korean doctor a package containing six yards 
(enough for two suits) of new 100 per cent virgin 
wool cloth, sufficient findings for two suits, and a 
medium weight plastic raincoat. With this package 
he will also receive a letter written in Hangul, the 
Korean language, explaining that the gift is from 
an American physician. 


The special program has been devised because 
Korean physicians are greatly in need of clothes, 
and the new suits will be of great psychological and 
moral value to them in their work as leaders of 
their communities, as well as providing proper pro- 
tection against the elements. 

Contributions are deductible from income tax 
and should be sent to the American-Korean Foun- 
dation, 345 East 46th Street, New York 17. 
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MEDICAL PRACTICE AND LEGAL LIABILITY 
continued from page 324 

rabbit test was done and no pregnancy found. At 
operation an ovarian cyst, 6” in diameter, was re- 
moved. In its opinion, the court said: “If the phy- 
sician had discovered sooner that the patient was 
not pregnant, the cyst could have been removed 
earlier and the patient would have been saved from 
a long period of inconvenience and severe pain. 
The extent to which that test was utilized by physi- 
cians in the locality was a material subject of in- 
quiry determining whether the physician was or 
was not guilty of negligence in failing to make use 
of the test at an earlier date.” 

7. Failure to biopsy. See Fortner vs. Coke supra. 

8. Failure to use a tonometer. Case of glaucoma. 
Liability was imposed. See Shives vs. Chamberlain 
126 Pacific (2) 28 (Ore.). 


Injury to Third Person 

A negligent diagnosis resulting in injury to a 
person other than the patient may result in liability. 
These cases have arisen—(1) Where mistake was 
made in diagnosis of contagious disease with spread 
of the disease to a third person. See Davis vs. 
Rodman 227 S.W. (Arkansas ) 612 in which it was 
stated : “One who by reason of his professional rela- 
tion is placed in a position where it becomes his duty 
to exercise ordinary care to protect others from in- 
jury is liable to those who are injured by reason of 
his failure to exercise such care.” (2) Where preg- 
nancy has been diagnosed as a tumor and x-ray ther- 
apy given with resultant injury to the fetus. Smith 
vs. Luckhardt et al (Ill.) 19 N.E. (2d) 446, case of 
pregnancy, erroneously diagnosed tumor. X-ray 
treatments were given. Child was born deformed 
and feeble minded. Child sued via legal representa- 
tive. No liability imposed on the ground that no 
right of action accrued to the fetus at common law. 
This appears to be the general rule. However, in 
Bonbrest vs. Katz 65F. Supp. (D.C.) 138, a differ- 
ent view was taken and motion by the physician for 
a summary judgment was denied. In some states, 
by statutory provision, a suit may be brought by the 
child for injuries received while in utero. 


SUMMARY 


To be actionable, a mistake in diagnosis must be 
negligently made and injury must result therefrom. 
To avoid the charge of negligence, the physician 
must take an adequate history, do a conscientious 
physical examination and supplement these by such 
laboratory procedures as are currently utilized by 
the average physician in good standing in the com- 
munity. He has the legal obligation to differentiate 
and to use his best judgment and skill in this regard. 
He may not complacently rely on his original diag- 
nosis but must revise it as new circumstances war- 


rant. 
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There is a conflict of opinion on whether an 
operating surgeon may rely on the diagnosis of the 
referring physician. The case has not arisen in 
Rhode Island but good practice would indicate that 
the surgeon arrive at a diagnosis independently 
where circumstances permit. Reliance upon the 
diagnosis of a competent pathologist would appear 
to negate any inference of negligence on the part 
of the operating surgeon, as held in the case noted. 

Reliance should not be placed on escape from 
liability because of the independent action by the 
patient as decided in Bugg vs. Security Benefit 
Assn. The reasoning in that case may not be 
followed. In “Restatement of the Law” Torts— 
“Negligence” (American Law Institute Publishers, 
St. Paul) Minnesota, Sec. 10 one reads as follows: 

“An actor who makes a misrepresentation of fact 
or law is subject to liability to another for bodily 
harm which results from an act done by the other 
or a third person in reliance upon the truth of the 
representation, if the actor 

(a) intends his statement to induce or should 
realize that it is likely to induce action by the other 
or a third person which involves an unreasonable 
risk of bodily harm to the other and (b) knows that 
the statement is false or that he has not the knowl- 
edge which he professes. 


Sec. 311, One, a part of whose business or pro- 
fession it is to give information upon which the 
bodily security of others depends and who, in his 
business or professional capacity gives false in- 
formation to another is subject to liability for bod- 
ily harm caused by the action taken in reliance upon 
such information by the recipient or by a third 
person to whom the actor should expect the in- 
formation to be communicated if the actor, although 
believing the information to be accurate, has failed 
(1) to exercise reasonable care to ascertain its ac- 
curacy or (2) in his choice of the language in which 
it is given.” This would appear to adequately state 
the practicing physician’s position as well as that of 
the pathologist. 

A lack of training which results in misinterpreta- 
tion of signs and symptoms is a source of liability. 
One may know how to do the tests but if he does 
not understand how to evaluate what is or should 
be elicited by them he runs a grave risk of getting 
into trouble. 

Too great delay in arriving at a diagnosis or too 
great haste are equally apt to be held negligence. 
The criterion is always what is reasonable conduct 
under the circumstances. Patients’ complaints 
should be investigated and a careful attempt be 
made to ascertain whether the complaint is well 
founded. 

In cases of doubtful diagnosis where harm may 
result by inaction or improper action consultation 


‘ 
€ 
0! 
tr 
sh 
ci 
a an 
irc 
see 
de! 
unc 
lool 
sult 
tha: 
V 
4 
Dr. Ea 
resolut 


JUNE, 1954 


should be sought or referral should be made with- 
out undue delay. 

Where third persons may suffer injury as a result 
of erroneous diagnosis, of a patient’s illness, in- 
structions as to their risk should be given them in 
explicit and understandable language. The employ- 
ment of potentially dangerous modalities such as 
x-ray therapy should be undertaken only after care- 
ful consideration. 


CHANGING MEDICAL PATTERNS 
concluded from page 319 

The sufficient supply of house officers, while not 

a local condition, does nevertheless affect the people 
of this state and we of the medical profession 
‘should do all in our power to have the interns dis- 
tributed more evenly to the smaller hospitals, or we 
should see that an effort is made to have more men 
or schools available for teaching. It has been proven 
beyond question that the Blue Cross and Physi- 
cian’s Service, the latter formed by physicians, can 
ably help the care of the sick for hospitalization 
and doctor’s expenses with a great benefit to all 
from a professional standpoint. It can be readily 
seen that socialized medicine can be combated and 
defeated, as closer relationship between the public 
and the medical profession is brought about by the 
understanding of one another’s needs, instead of 
looking with suspicion at one another with the re- 
sult that misunderstanding and unrest results rather 

than the practice of the golden rule. 


Save the date... 
WEDNESDAY ...OCTOBER 13 
7th Annual Cancer Conference 


Dr. Earl F. Kelly, president of the Rhode Island Medical 

, presents framed copy of a House of Delegates’ 
resolution honoring Dr. Jeannette E. Vidal, of Kent 
County, winner of the Mundelein College 1954 Magnificat 
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For truly healthful sleeping comfort, Sealy has created 

an entirely new mattress, designed in cooperation 

with leading Orthopedic surgeons. The patented 

Posturepedic coil, “heart” of Sealy’s superior support, 

aids true spine-on-a-line sleeping posture. See the 

completely different Sealy Posturepedic today. 
Doctors are invited to inquire about the pro- 
fessional discount which is offered on the 
purchase of a Sealy Posturepedic for the 
doctor’s personal use only. 


SEALY MATTRESS COMPANY 
79 Benedict St., Waterbury 89, Conn. 
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HOUSE OF DELEGATES 
of the 
RHODE ISLAND MEDICAL SOCIETY 


Report of Meeting held on April 28, 1954 


A MEETING of the House of Delegates of the 
Rhode Island Medical Society was held at the 
Medical Library on Wednesday, April 28, 1954. 
The meeting was called to order by the President, 
Dr. Earl F. Kelly, at 8:15 p.m. 


The following were in attendance : 


KENT COUNTY: Russell P. Hager, M.D. 
NEWPORT COUNTY: Henry W. Brownell, 
M.D. PAWTUCKET DISTRICT: Adrien G. 
Tetreaultt M.D. WASHINGTON COUNTY: 
Louis C. Cerrito, M.D., Samuel Nathans, M.D. 
WOONSOCKET DISTRICT: Francis P. Vose, 
M.D. OFFICERS OF THE RIMS (Other than 
Delegates) : Earl F. Kelly, M.D., Henri E. Gau- 
thier, M.D., Herbert E. Harris, M.D., Thomas 
Perry, Jr.. M.D. PROVIDENCE MEDICAL 
ASSOCIATION: Charles J. Ashworth, M.D., 
Robert R. Baldridge, M.D., Irving A. Beck, M.D., 
Wilfred I. Carney, M.D., Francis H. Chafee, M.D., 
William B. Cohen, M.D., Edmund B. Curran, 
M.D., John A. Dillon, M.D., William J. Fischer, 
Jr., M.D., J. Merrill Gibson, M.D., John C. Ham, 
M.D., Hannibal Hamlin, M.D., Albert H. Jack- 
vony, M.D., Ernest K. Landsteiner, M.D., Arnold 
Porter, M.D., Alfred L. Potter, M.D., William A. 
Reid, M.D., Louis A. Sage, M.D., Lee G. San- 
nella, M.D., William J. Schwab, M.D. DELE- 
GATE TO THE 4A.M.A.: Charles L. Farrell, 
M.D. PRESIDENT OF PHYSICIANS SERV- 
ICE: Joseph C. O’Connell, M.D. 

Also present were Dr. Walter Campbell, Chair- 
man of the Society’s Committee on Mental Health, 
Dr. Chester Solez of the Washington County 
Medical Society, and John E. Farrell, Sc.D., 
Executive Secretary. 


REPORT OF THE SECRETARY 


Dr. Thomas Perry, Jr. read his report, a copy 
of which had been submitted to each member of 
the House. 


ACTION 
It was moved that the report of the Secretary be 
received, approved and placed on file. The motion 
was seconded and adopted. 


ANNUAL REPORT OF THE TREASURER 


Dr. John A. Dillon, Treasurer, submitted his 
annual report, copy of which had been presented 
to each member of the House. There was general 
discussion of the question of a possible increase 
of the dues as suggested in the report of the 
Treasurer. 

ACTION 

It was moved that the report of the Treasurer 
be received, approved and placed on file, but that 
no action be taken at this meeting of the House 
on the suggestions for an increase in the annual 
dues. The motion was seconded and adopted. 


COMMUNICATIONS 

The Secretary reported receipt of the following 
communications : 

1. Curative Centre Medical Director A notice 
from the State Director of Labor of his intention 
to re-appoint Dr. John E. Donley as Medical 
Director of the Rhode Island State Curative 
Centre, said appointment to be taken with the 
advice of the Rhode Island Medical Society. 

ACTION 

The House unanimously approved of the re- 
appointment of Dr. Donley as Medical Director 
of the Curative Centre. 

2. Committee on Adoption Law Changes A 
communication from Mr. Joseph Galkin, Chair- 
man of the Committee on Adoption Law Changes 
of the Rhode Island Conference of Social Work, 
was read in which he noted that certain members 
of the Society had agreed to serve on the Commit- 
tee and asking for official designation of repre- 
sentatives from the Society. 

ACTION 

The House moved that the following physicians 
should be designated as official representatives of 
the Society on the Committee on Adoption Law 
Changes: John T. Barrett, M.D., Francis V. Cor- 
rigan, M.D., Banice Feinberg, M.D., Eric Denhoff, 
M.D., Thomas Greason, M.D., Maurice W. Lau- 
fer, M.D., Joseph Smith, M.D. The motion was 
seconded and adopted. 

3. Contributions to the Library The Secretary 


reported that the Library had received donations 
continued on page 332 
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HOUSE OF DELEGATES 
continued from page 330 

of $50 each from the Rhode Island Veterinary 
Medical Association and from Ralph and Morris 
L. Povar, V.M.D. for the purchase of books on 
veterinary medicine to be available at the Rhode 
Island Medical Society Library for public refer- 
ence. 

There was discussion by members of the House 
relative to contributions to the Library. Dr. Irving 
Beck, Chairman of the Library Committee, re- 
ported on the public use of the Library. 


ACTION 
It was moved that the House give a vote of 
confidence to the Library Committee in that it 
authorize it to accept contributions of books or 
for books that it feels would enhance the value 
of the Library to the profession and the public. 
The motion was seconded and adopted. 


1955 ANNUAL MEETING DATES 
The Secretary reported that the Council had not 
submitted dates for the 1955 Annual Meeting but 
the Committee on Arrangements now suggests that 
the dates be set by the House of Delegates. 
ACTION 
It was moved that the dates of Wednesday, May 
4 and Thursday, May 5, 1955 be the dates for the 
144th Annual Meeting of the Rhode Island 
Medical Society. The motion was seconded and 
adopted. 


NOMINATIONS FOR OFFICERS 

The Secretary reported that each member of 
the House had received a ballot listing the nominees 
for officers and standing committees for 1954-55 
as prepared by the Council in- accordance with 
the By-Laws of the Society. 

ACTION 
The motion was made that the slate of officers 


and standing committees submitted by the Council ° 


be accepted and that these nominees be declared 
elected to serve for 1954-55. The motion was 
seconded and adopted. 


COMMITTEE ON MENTAL HEALTH 

Dr. Walter Campbell, Chairman of the Society’s 
Committee on Mental Health, reviewed his re- 
port, copy of which had been submitted to each 
member of the House of Delegates. 


ACTION 

It was moved that the report of the Committee 
on Mental Health be received and approved, and 
that particular consideration be given to its recom- 
mendation relative to the review of the Medical 
Practice Act, with the advice of legal counsel, 
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and that the Committee report back to the House 
of Delegates its findings and recommendations, 
The motion was seconded and adopted. 


COUNCIL OF THE NEW ENGLAND 
STATE MEDICAL SOCIETIES 

Dr. Charles J. Ashworth, Immediate Past Presi- 
dent of the Council of the New England State 
Medical Societies, briefly reviewed the Annual 
Meeting of that organization, reporting on the 
discussion of voluntary prepayment surgical- 
medical plans in the various New England States. 


PHYSICIANS SERVICE FEE SCHEDULE 

Dr. Earl F. Kelly reported that a meeting of 
the chairmen of the various specialty groups had 
been held at which reports had been submitted 
relative to adjustments and suggestions for changes 
in the Schedule of Indemnities of the Rhode Island 
Medical Society Physicians Service. He stated 
that these reports had been submitted to Physicians 
Service, and the decision on them will be made 
known to the House of Delegates at a future date. 


COMMITTEE ON PUBLIC LAWS 

In the absence of Dr. James H. Fagan, Chair- 
man of the Committee on Public Laws, the Execu- 
tive Secretary reviewed his report, copy of which 
was made available to every member of the House 
of Delegates. 

ACTION 

It was moved that the report of the Committee 
on Public Laws be received and placed on file. The 
motion was seconded and adopted. 


ADVISORY COMMITTEE TO WORKMEN'S 
COMPENSATION COMMISSION 
The President noted that the amendments to 
the Workmen’s Compensation law provided for 
a medical advisory committee of seven physicians 
to serve staggered terms and to advise and assist 
the Department of Labor and the Commission. 
ACTION 
It was moved that the President be authorized 
to name a committee of the House of Delegates to 
prepare a list of nominations for the medical ad- 
visory committee to the Workmen’s Compensation 
Commission and to submit this list to the Governor 
of the State for his consideration. The motion was 
seconded and adopted. x 


* * * 


The President appointed the following commit- 
tee: William A. Reid, M.D., Herbert E. Harris, 
M.D., Joseph C. O’Connell, M.D., Albert H. Jack- 


vony, M.D., Samuel Nathans, M.D. 
continued on page 334 
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Chloral hydrate, used in medicine since 1869, is, even today, 
“the standard hypnotic of its class.””! 
Goodman and Gilman observe that it “is unfortunately 
neglected today,” and that the present widespread use of the barbiturates 
has “‘. . . caused the physician to lose sight of the fact that 
chloral hydrate is still one of the cheapest and most effective hypnotics.’ 
In FELLO-SED, supplementation with calcium bromide 
and atropine sulfate largely overcomes unwanted side-actions, 
enhances the sedative effect and provides valuable antispasmodic 
activity. It is presented in palatable liquid form. 


IN.N.R., 1947, p_ 398. 
*Goodman, L. & Gilman, A., The Ph logical Basis of Therapeutics. MacMillan, 1944, pp. 177-8. 


Available in 8 fluidounce bottles. 


Adult Dose: As a sedative: 44 to 1 teaspoonful with water, 
every 3 or 4 hours or as directed. As a hypnotic, 1 to 2 
teaspoonfuls or more with water at bedtime, or as directed. 


FORMULA: Each fluidram (4 cc.) contains, in a ——— aromatic 


vehicle: Chloral Hydrate, 0.5 Gm. (74 gr.); Calcium Bromide, 
0.5 Gm. (7% gr.); Atropine Sulfate, (1/480 gr.). 


26 CHRISTOPHER STREET 
NEW YORK 14, N. Y. 
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HOUSE OF DELEGATES 
continued from page 332 


REPORT OF THE DELEGATE 
TO THE A.M.A. 


Dr. Charles L. Farrell spoke briefly regarding 
the work of the delegates of the A.M.A., noting 
that any district society having a problem it wishes 
to be brought to the attention of the A.M.A. should 
bring it to his attention so that he might properly 
present it. 


STATE AID FOR HOSPITALIZATION 
AND MEDICAL CARE 


Dr. Samuel Nathans reported that the Washing- 
ton County Medical Society had requested its dele- 
gates to bring before the House the subject of 
state aid agencies providing hospitalization and 
medical care, in particular as regards the payment 
for patients admitted to the hospital. It was noted 
that the Department of Public Assistance pays 
for medical visits to the home, office and in con- 
valescent homes for its beneficiaries, but it does 
not pay for medical care for persons hospitalized. 
It was further noted that in the hospitals where 
there is no house staff the medical care must be 
provided by private physicians at all times. 


Wherever you go 
forget your telephone calls 
We'll take them for you, 
day or night. 


MEDICAL BUREAU of the 
Providence Medical Association 
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ACTION 

It was moved that the problem presented hy the 

Washington County Medical Society be referred 

to the Committee on Medical Economics of the 

society for study. The motion was seconded and 
adopted. 


CITATION TO 


DOCTOR JEANNETTE VIDAL 
The President submitted the following resolu- 
tion which would be signed by the President and 
the Secretary, for the Society, if adopted: 


WHEREAS Mundelein College of Chicago, IIl- 
inois, has established a Magnificat Medal Award 
given annually to the nation’s outstanding Cath- 
olic college alumna who is distinguished for her 
contribution to Christian social living, and 


WHEREAS the 1954 award has been conferred 
upon Jeannette E. Vidal, Doctor of Medicine, a 
member of the Kent County Medical Society 
and the Rhode Island Medical Society, and 


WHEREAS Doctor Vidal in her dedicated career 
as a physician, and in her service to both civic 
and religious groups, has brought added honor 
to the medical profession of this State and the 
nation, as is further evidenced by her selection 
for the Magnificat Award, 


THEREFORE, BE IT RESOLVED that the 
House of Delegates of the Rhode Island Medical 
Society assembled in meeting this 28th day of 
April, 1954, do hereby record for the Society 
its felicitations to Doctor Vidal for the high 
honor bestowed upon her, and its appreciation 
for distinguished service to the medical pro- 
fession, and thereby the people of Rhode Island. 


ACTION 


It was unanimously voted that the resolution be 
approved by the House of Delegates. 


CITATION TO 
DOCTOR ROLAND HAMMOND 


Dr. Henri E. Gauthier submitted the following 
resolution : 


WHEREAS Doctor Roland Hammond has for 
eleven years served as Chairman of the Society's 
Committee on Medical Defense and Grievance, 
and 


WHEREAS this service has been marked by dis- 
tinguished effort on behalf of the entire medical 
profession of this State, and 


WHEREAS Doctor Hammond has this year 
tendered his resignation from further service 


as Chairman of this Committee, 
continued on page 336 


DONT BE A 
y s 
70 
CF} 
Bare 
ws 


JUNE, 1954 


AN EFFECTIVE 
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HOUSE OF DELEGATES 
continued from page 334 
THEREFORE, BE IT RESOLVED that the 
Rhode Island Medical Society, through its 
House of Delegates assembled in meeting this 
28th day of April, 1954, does hereby express 
heartfelt appreciation to Doctor Roland Ham- 
mond for his long and devoted service in behalf 
of his medical colleagues. 


ACTION 


The resolution was unanimously adopted by the 
House. 


Butterfield’s 
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ELMHURST 1-1957 
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ASSOCIATION OF AMERICAN 
PHYSICIANS AND SURGEONS 


Dr. Thomas Perry noted that at the September 
meeting of the House of Delegates the principles 
and objectives of the A.A.P.S. had been supported 
by the House. He further noted that at the Janu- 
ary meeting of the House of Delegates there had 
been discussion of some of the activities of this 
Association, and the House voted to lay the matter 
on the table until the April meeting. 

He reviewed some of the proposals of this Asso- 
ciation and expressed the opinion that many mem- 
bers of the Society probably would not approve 
of them. 

ACTION 

Dr. Perry moved that the Society withdraw the 
approval that it had given at its September meet- 
ing, 1953, of the principles and objectives of the 
Association of American Physicians and Sur- 
geons. The motion was seconded. 

The motion was discussed by Dr. Charles J. 
Ashworth, and the history and development of the 
Association was reviewed in detail by Dr. Charles 
L. Farrell, its Immediate Past President. At the 
conclusion of the discussion Dr. Perry agreed to 
withdraw his motion. 

ACTION 

The following motion was placed before the 
House: that the House of Delegates continue its 
approval of the principles of the A.A.P.S., but that 
this action not be regarded as approval of any 
specific legislative proposal of the Association un- 
less such proposal is first submitted to this House 
of Delegates and is approved by it. The motion 
was seconded. 

There was discussion of the motion, after which 
Dr. Samuel Nathans moved that the subject be 
laid on the table. The motion was seconded and on 
a voice vote was adopted. 


ADJOURNMENT 
Dr. Kelly thanked the members of the House 
of Delegates and the Officers of the Society for 
their support throughout his term of service, and 
he urged that the same cooperation be given to his 
successor. 
The meeting adjourned at 11:05 p.m. 
Respectfully submitted, 
Tuomas Perry, JR., M.D., Secretary 


REPORT OF THE SECRETARY 
To the House of Delegates : 
Since the January meeting of the House of Dele- 
gates the Council has taken the following actions: 
1. It voted that the Committee on Scientific 
Work and Annual Meeting for 1954-55 establish 
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a liaison with the Rhode Island Chapter of the 
Academy of General Practice to determine dates 
for the 1955 meetings in order to avoid conflicts, 
and the Council also recorded its disapproval of 
the proximity of the dates of the meetings as exists 
for 1954. 


2. It approved the action of the Rhode Island 
State Department of Health relative to the Salk 
vaccine tests in Providence in an effort to control 
poliomyelitis. 

3. It authorized the Executive Secretary to se- 
cure and distribute to the membership a copy of 
the American Medical Association’s new brochure 
on “Our Positive Program” and a copy of the 
reprint from the READER’s DiGEsT on veterans 
medical care. 


4. It moved that osteopathy be considered cultist 
healing, that doctors of medicine should not teach 
in osteopathic schools, and that the relationship 
of doctors of medicine to doctors of osteopathy be 
a matter for determination by the individual state 
societies. 


(This action was taken that the Delegate to the 
House of Delegates of the American Medical 
Association might be guided in expressing the 
opinion of the Society on osteopathy since the 
problem is scheduled to be reviewed at the June 
meeting. ) 
5. It approved the final draft of the legislation 
before the General Assembly to provide for the 
annual registration of physicians. 


6. It authorized the Board of Trustees of the 
Medical Library to have the exterior of the build- 
ing painted, and it appropriated funds for this 
purpose. 

7. It approved the annual report of the Treas- 
urer which included recommendations to re-organ- 
ize the agency account, to transfer reserves from 
the JOURNAL account to the general account of 
the Society, and to appoint a committee to review 
the financial structure of the Society. 


8. It approved of the report, and the recom- 
mendations in it, of the State Commission on Local 
Public Health Districts. 


9. It approved of a special luncheon-meeting 
of School Physicians, sponsored by the Society’s 
Child Health Relations Committee, as an allied 
meeting of the 143d Annual Meeting of the Society. 


10. It adopted a slate of nominees for Officers 
and Standing Committees to serve for the fiscal 
year, 1954-1955, said slate to be submitted to the 
House of Delegates for its consideration. 

Respectfully submitted, 


Tuomas Perry, JR., M.D., Secretary 
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MEDICAL DIATHERMY EQUIPMENT 


A public notice issued by the Federal Communications Commission 
on the enforcement of the Commission’s rules 
regulating the operation of Medical Diathermy Equipment 


O N JunE 30, 1953, Part 18 of the Commission’s 
Rules and Regulations became applicable to 
the operation of all short-wave medical diathermy 
equipment. Since that date the operation of med- 
ical diathermy equipment which is not type ap- 
proved, certified or licensed in accordance with the 
provisions of the Commission’s Rules has been 
illegal, and operators of such illegal equipment are 
subject to the penalties prescribed by the Com- 
munications Act of 1934, as amended. 

The Commission is aware that a considerable 
number of medical diathermy machines which do 
not comply with its rules are still being used. Most 
of them are operated by doctors, or other persons, 
who either are not aware that they are violating the 
law or do not appreciate the compelling reasons 
which forced the Commission to adopt its rules 
governing the use of medical diathermy and other 
types of industrial, scientific and medical equip- 
ment. 

Consequently, the Commission is using this pub- 
lic notice to explain the necessity for strict compli- 


THIS CHART SHOWS A PLOT OF LONG RANGE RADIO DIRECTION 
FINDING BEARINGS WHICH WERE TAKEN AT THE FEDERAL COM- 
MUNICATIONS COMMISSION MONITURING STATIONS ON A SIGNAL 
FROM AN ILLEGAL DIATHERMY MACHINE IN MIAML, FLORIDA ON 
JANUARY 8, 1954. THE SIGNAL WAS ALSO HEARD IN WASHINGTON, 


OREGON, AND CALIFORNIA. 


ance with these rules and why it is important that 
only approved medical diathermy equipment be 
used, 


Why is it necessary to comply with the 
Commission’s Rules? 

Radiation from medical diathermy equipment 
can cause harmful interference to the various radio 
communication services. A diathermy machine is, 
in effect, a radio transmitter. As shown in the at- 
tached map, interference may be caused hundreds 
of miles from the point where the diathermy equip- 
ment is being operated. Moreover, because of spu- 
rious radiations, interference can be caused on fre- 
quencies far removed from the one on which the 
diathermy equipment is operating. 

Spurious radiation is not essential to the use of 
medical diathermy equipment from a therapeutic 
standpoint. Practically all spurious and harmonic 
radiation can be effectively suppressed while the 
fundamental frequency can be confined to allocated 
bands. The Commission’s Rules are designed to 
accomplish those very purposes and so reduce toa 
minimum the probability of interference from the 
operation of diathermy equipment. 

Some of the harmful effects which can result 
from diathermy machines that radiate excessively 
are indicated below: 

1. National Defense 

It has been conclusively demonstrated that both 
planes and missiles can be guided to their targets 
by following radio signals. Because of that fact, 
the United States has instituted a comprehensive 
program known as CONELRAD (CONtrol of 
ELectro-magnetic RADiation) which is designed 
to minimize the usefulness of radio signals origi- 
nating in this country to an enemy. A CONEL- 
RAD program for the control of radio broadcast 
stations during possible air raids is already in effect. 
Such programs for other radio services are being 
instituted. Since planes can also utilize signals 
emanating from excessively radiating diathermy 
machines, it may be necessary to put such a pro- 
gram into effect with respect to such equipment, 
particularly if equipment of this type which radi- 
ates excessively remains in use. 
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2. Interference to Safety Radio Services 

Radio is of vital importance to safety. One of 
the most important safety uses of radio is in con- 
nection with air travel. Not only is radio used for 
direct communication between planes and between 
air and ground, but it is important as a navigational 
aid, particularly when visibility is limited. Radia- 
tion from diathermy equipment on frequencies out- 
side of the assigned bands is a potential hazard to 
both aeronautical communication circuits and to 
airplane landing systems. Such radiation can result 
in disastrous airplane accidents. 

Among other important safety services are the 
Police Radio Service and the Fire Radio Service. 
The safety of life and property in every community 
in this country is highly dependent upon inter- 
ference free, 24-hour per day police and fire radio 
communication. Excessive radiation from dia- 
thermy machines has been responsible for disrup- 
tive interference to these vital safety services. 

In order to avoid serious accidents and the loss 
of life and property it is essential that radiation 
from diathermy machines be confined to assigned 
bands or be adequately suppressed. That means the 
use of equipment which complies with Part 18 of 
the Commission’s Rules. 
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3. Interference to Broadcast Reception 


One common type of interference from medical 
diathermy equipment concerns the reception of 
aural and television broadcast programs. Some 
users of diathermy machines are already familiar 
with this type of interference. Unfortunately many 
doctors, as well as other users, apparently believe 
that this is the only interference which their dia- 
thermy equipment is capable of causing. 


Answers to specific questions about 
Diathermy Equipment 
For the benefit of operators of medical dia- 


thermy equipment, the Commission is answering 
the following specific questions : 


“Why should I worry if I have received no com- 
plaints about my equipment?” 

The fact that you have not received a complaint 
is not a guarantee that your diathermy machine 
is not causing objectionable interference, perhaps 
many miles away. The only practical way of know- 
ing that diathermy equipment is not causing inter- 
ference is through the use of type approval or certi- 
fied equipment, 


“If my equipment was legal before June 30, 


1953, why is it dangerous now?” . 
continued on next page 
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Medical diathermy equipment which radiates ex- 
cessively has been an interference problem for a 
long time. The Commission’s Rules initially be- 
came effective June 30, 1947. However, to enable 
the owners of existing equipment to amortize their 
investments, the Commission gave the owners and 
users of equipment manufactured and assembled 
before July 1, 1947 a total of six years, until June 
30, 1953, within which to comply. 

The use of radio as a navigational aid in air and 
marine travel has developed, and is still developing, 
at a tremendous rate. Hundreds of new television 
stations and millions of new television receivers are 
now in operation. The possibility of interference 
to both important safety services and to television 
broadcasting reception is therefore constantly in- 
creasing. 

“What should the owners and operators of non- 
complying equipment do?” 

The owner or operator of a medical diathermy 
machine which does not comply with the Commis- 
sion’s Rules should do one of the following things : 

a) Obtain a machine which has been type- 
approved by the Commission and which bears a 
type approval number. A certificate of type ap- 
proval means that the Commission’s engineers 
have tested a prototype of the machine and have 
found that it complies with the requirements. 
Type approval is not an absolute guarantee that 
the machine will not cause interference, but it 
does indicate that, under normal conditions of 
installation and operation, the machine will not 
do so. 

b) Have a competent engineer certify that the 
machine is capable of operating in accordance 
with the Commission’s Rules. Such certification 
is accomplished in the manner specifically pre- 
scribed in Part 18 of the Commission’s Rules. 
However, the owners of older diathermy ma- 
chines are cautioned that the certification of such 
machines will usually require extensive modifica- 
tion or shielding by a skilled engineer as well as 
the use of special field intensity equipment, and 
the rules also require that the certification must 
be renewed every three years. In many cases the 
certification process may prove more costly than 
the purchase of a new type-approved machine. 


“How does the Commission propose to enforce 
its rules?” 

It is hoped that this Public Notice will receive 
widespread circulation and that when these facts 
are brought home to the users of illegal equipment, 
particularly those which relate to the dangers which 
may result from the use of such machines, the Com- 
mission will receive a maximum degree of coopera- 
tion in the elimination of the illegal equipment. 

However, because of the serious potential dan- 
gers involved in the continued use of illegal equip- 
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ment, the Commission does not intend to rely solely 
on an educational campaign. It intends to use every 
means at its disposal to identify and eliminate the 
use of any equipment which does not comply with 
its rules. 

The users of illegal equipment are warned that 
the Commission has available to it, and intends to 
follow, the following enforcement procedures 
wherever appropriate: (1) The issuance of cease 
and desist orders, enforceable in the courts, di- 
rected to the users of the illegal equipment ; (2) Ap- 
plication to the courts for injunctions against the 
use of illegal equipment; (3) The institution, in 
aggravated cases, of criminal proceedings against 
the operators of illegal equipment. 


Duffy My Druggist 
Plainfield St. at Laurel Hill Ave., 
Providence, R. I. TEmple 1-9649 
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STuart 1-2700 


MAGAZINE SUBSCRIPTIONS 
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RICHARD K. WHIPPLE, M.D. 
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Tel. EAst Providence 1-2505 


1. 


JUNE, 1954 


PARK VIEW 
NURSING HOME 
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COMPLETELY MODERNIZED AND EQUIPPED FOR 
THE CARE OF THE AGED, CHRONICALLY ILL, 
CONVALESCENT, AND POST-OPERATIVE PATIENTS. 


A solid brick, fire-safe building centrally located. 


24-hour registered Nursing Service. 
Inspection by the Profession invited. 


31 Parade Street | ELmhurst 1-2600 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PROVIDENCE MEDICAL ASSOCIATION 

A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, April 5, 1954. The meeting was called 
to order by the President, Dr. William J. O’Connell 
at 8:35 p.m. 


MINUTES OF PREVIOUS MEETING: 
The minutes of the previous meeting were not 
read and they were considered approved as pub- 
lished in the RHopeE IsLAND MEDICAL JOURNAL. 


REPORT OF THE SECRETARY: The 
Secretary reported that the members of the associ- 
ation were invited to attend the scientific program 
of the New England Veterans Administration 
Surgical Society to be held at the Providence 
Veterans Administration Hospital on April 6, 
1954. 


REPORT OF THE EXECUTIVE COM- 
MITTEE: The Secretary reported that at a 
recent meeting the Executive Committee had taken 
the following actions : 


1. It voted to approve for the Association the 
polio vaccine test to be given to children in the 
second grade of public, parochial and private 
schools of Providence, and to give the Department 
of Health of the City of Providence every assist- 
ance in carrying out the test, urging physicians 
to volunteer to do the vaccinations. 


2. It went on record as approving the formation 
of a Woman’s Auxiliary to the Association. 


3. It moved that in the interest of public health 
the Association urge that every consideration be 
given to legislation aimed to eliminate health haz- 
ards resulting from the pollution of Narragansett 
Bay, and also to strengthen the laws governing the 
shellfisheries and shellfish industry to prevent 
contaminated food from reaching the public. 


4. It approved of plans for the Annual Dinner 
and Golf Tournament of the Association to be 
held under the direction of the Entertainment 
Committee on Wednesday, June 2, 1954, at the 
Rhode Island Country Club in Barrington, Rhode 
Island. 

It was moved that the report of the Executive 
Committee and the recommendations made by it be 


adopted by the Association. The motion was sec- 
onded and voted. 


NEW MEMBERS: The Secretary reported 
that the Executive Committee recommends for 
election to active membership in the Association 
the following: Edward Albert Carr, Jr., M.D, 
Francis Philip Catanzaro, M.D. 

It was moved that these applicants be elected 
to active membership. The motion was seconded 
and adopted. 


ANNOUNCEMENTS BY THE PRESI- 
DENT: Dr. O’Connell made the following an- 
nouncements : 


1. The sessions of the Annual Meeting—the 
143d Annual Meeting—of the Rhode Island 
Medical Society are to be held at the Medical 
Library on Wednesday, May 5, 1954 and Thurs- 
day, May 6, 1954. 


2. The Annual Dinner and Golf Tournament 
of the Association will be held on June 2, 1954 
at the Rhode Island Country Club. 


MEMBERSHIP CERTIFICATE 
AWARDS: The President awarded member- 
ship certificates to the following physicians: 
Cyril Joseph Bellavance, M.D., Charles Vincent 
Cox, M.D., George Felix Meissner, M.D. 


TRIBUTE TO DR. JAMES F. RYAN 
AND DR. WILLIAM H. PALMER: The 
President announced that the obituary committee 
consisting of Drs. James H. Fagan and Frank E. 
McEvoy had submitted the tribute to the late Dr. 
james Francis Ryan and that the committee con- 
sisting of Drs. Michael DiMaio and William J. 
O'Connell had submitted the Association’s tribute 
to the late Dr. William Hailes Palmer. 


SCIENTIFIC PROGRAM: The President 
announced as the first speaker of the evening 
Dr. Louis Weinstein of Brighton, Massachusetts, 
associate professor of Medicine at Boston Uni- 
versity School of Medicine and chief of Infectious 
Diseases Department at the Massachusetts Me- 
morial Hospital, who spoke on “The Prevention 
of Poliomyelitis.” 

Dr. Weinstein’s talk was a very timely one, in 
that it pertained to the current problem of polio- 
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myelitis. He described the three types of polio 
viruses, each antigenically distinct. All three strains 
are usually present in a given epidemic, although 
one strain is usually predominant. 

He pointed out that active immunization against 
polio is based on the fact that the polio virus can 
be grown in tissue culture. It is a significant fact, 
he stated, that most people have had sub-clinical 
polio and that neutralizing antibodies have been 
formed for one or another of the polio viruses. 
The polio virus is present in rual and urban areas. 
People in the cities develop neutralizing antibodies 
earlier in life than those in the country. Also, 
people from low-income groups developed neutral- 
izing antibodies earlier than those in the high 
income groups. Children in the tropics become 
immune to polio by the time they are five years of 
age. The increased incidence of polio in adults re- 
flects that fact that there are three different viruses 
causing the disease. More than one attack of para- 
lytic polio may occur. Most people are immune to 
polio, but the duration of the immunity is un- 
known; it may be a lifetime. The younger the in- 
dividual the less likelihood of bulbar polio. 

Passive immunity of polio by the use of gamma 
globulin was mentioned by the speaker. He said 
there was no effect from this preparation four 
weeks after its use. He felt that gamma globulin 
had only limited application in polio. It is Dr. 
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Weinstein’s impression that Dr. John Enders has 
made the greatest single contribution to the im- 
munity of polio by his work on tissue culture. 

The speaker stated that the State of Massachu- 
setts had not as yet approved of the Salk vaccine 
against polio because of doubtful safety. A com- 
mission has been appointed to investigate its pos- 
sible use. The main objection to the Salk vaccine 
was the possibility that kidney protein used in its 
preparation might produce allergic reactions, also 
that there was lack of controls, that the experiment 
is premature, and that it was too early for a mass 
trial such as contemplated. cages 

The second speaker was Dr. Stephen F. Lehman, 
assistant superintendent of the Charles V. Chapin 
Hospital in Providence, whose subject was “The 
1953 Outbreak of Poliomyelitis in Rhode Island.” 

Dr. Lehman gave a fine talk on the 1953 polio 
outbreak in the State of Rhode Island which will 
be published in the RHopeE MepIcaL 
JouRNAL, and therefore will not be summarized 
in these minutes. 

Both papers were very well received at a time 
when poliomyelitis was in the minds of everyone. 

Dr. Joseph Smith, superintendent of the Depart- 
ment of Health of the City of Providence, dis- 
cussed plans for the polio vaccine test to be con- 


ducted in Providence within the next two months 
continued on next page 
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on all children in the second grade in public, 
parochial and private schools. 
The meeting adjourned at 9:45 p.m. 
Attendance was 110. 
Collation was served. 


Respectfully submitted, 
D1Mato, M.p., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 


A regular meeting of the Pawtucket Medical 
Association was held April 15, 1954 at the Lindsey 
Tavern, with thirty members present. 

The minutes of the February meeting were read 
and accepted. 

The applications of Dr. A. Georgio and O. 
Vezza were reported favorably by the Standing 
Committee. 

A letter from the Rhode Island Medical Society 
was read indicating that the participating phy- 
sicians in the Blue Cross-Physicians Service Group 
could increase their benefit rates from $8.00 to 
$14.00 per day if 75% of the group subscribed. 
In connection with this, with the approval of the 
president, a list of those physicians who have not 
as yet sent in their checks for this increase was 


JMemorial Sanitarium 
Located on Rt. 1 
South Attleboro, Massachusetts 


A modern Sanitarium, equipped for the treatment and 
care of emotional and nervous disorders. Electric shock 
therapy, Insulin therapy and other psychiatric treatments. 

A quiet country atmosphere and beautiful surroundings 
encourage recovery. 

L. A. Senseman, M.D., F.A.C.P., Medica! Director 

Edwin Dunlop, M.D., Clinical Director 

Oliver S. Lindberg, M.D., Resident Physician 

Out-patient Department hours, 9-12 A. M., daily, and 
by appointment. 


R. |. Blue Cross Benefits Tel. So. 1-8500 
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A letter from the Committee on Public Relations, 
American Medical Association, requesting infor- 
mation as to how we take care of patients who 
are unable to pay was also read. The Secretary of 
the Committee asked whether we had developed a 
program for such patients. The request was re- 
ferred to the president for consideration and reply. 

In connection with the letter from the Rhode 
Island Medical Society urging increase in Blue 
Cross benefits, the secretary of the Pawtucket 
Medical Association had requested an opinion as 
to whether these changes were tax deductible if 
included in the annual dues. A return letter from 
counsel of Rhode Island Medical Society stated 
that this was not permissible under present tax 
laws. 

In the same letter the executive secretary of the 
State Medical Society noted our letter objecting 
to the proposed legislation concerning the annual 
registration of physicians. Mr. Farrell pointed out 
that the objectionable clause which made a phy- 
sician an illegal practitioner if he did not pay the 
$1.00 registration fee had been stricken from 
the bill and that the purpose of the bill is to obtain 
a register of physicians who are licensed and prac- 
ticing in Rhode Island. 

Dr. Woodcome stated that perhaps we were in 
error in opposing the proposed legislation inasmuch 
as we were not informed of the corrections made 
in the bill and that in the absence of Dr. Kelly 
we did not have access to his opinions in regard to 
this matter. 

Dr. E. Kelly explained the manner in which this 
bill came into being and gave his reasons for lend- 
ing his support to its passage. 

Dr. E. Lovering approved of Dr. Kelly’s stand 
on this matter and stated that 41 states now have 
similar laws in effect. 

Dr. T. Krolicki suggested that we rescind the 
action taken by us in February when we officially 
opposed the bill. Dr. W. Kalcounos moved that 
we rescind our action relative to this measure and 
that the Secretary notify Dr. E. McLaughlin and 
Mr. Farrell at once. The motion was duly seconded 
and carried unanimously on voice vote. 

Dr. Woodcome appointed the following com- 
mittee to revise the Constitution and By-Laws: 
Dr. H. Zolmian—Chairman, Dr. J. Chapman, Dr. 
James Healey, Dr. P. Lappin. 

Mr. Joseph Hagan, administrator of the Depart- 
ment of Probation and Parole presented a very 
informal and instructive resume of his work in the 
field of crime, juvenile delinquency, probation and 
parole in Rhode Island. The question and answers 
were very interesting and informative. 

Meeting adjourned at 10:02 p.m. 


Respectfully submitted, 
J. Lappin, M.D., Secretary 
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Meats-in-a-Can 
and Kitchen-Cooked Meats... 
Comparative Nutritive Values 


From a practical dietary standpoint, venience, meats-in-a-can are advantageous 


meats-in-a-can—preserved by commercial 
canning —are nutritionally interchangeable 
with meats of like variety prepared in the 
home.! For taste appeal, for economy and 
“keeping’’ quality, and for household con- 


in many respects. 

As the comparative data here shown in- 
dicate, kitchen-prepared meats and similar 
meats-in-a-can are closely alike in the 
amounts of various nutrients they provide. 


COMPARATIVE COMPOSITION OF KITCHEN-COOKED AND COMMERCIAL-CANNED MEATS 
(Nutrient Amounts per 100 Grams) 


*Kitchen-Cooked **Canned Ham?  Kitchen-Cooked Canned Roast 
Ham? (Chopped, Cured) Beef Round? Beef? 


Water 50% 50% 59% 60% 
Protein 21 Gm. 20 Gm. 27 Gm. 25 Gm. 
Fat (ether extract) 28 Gm. 20 Gm. 13 Gm. 13 Gm. 
Niacin 4.0 mg. 4.3 mg. 5.5 mg. 4.2 mg. 
Riboflavin 0.21 mg. 0.19 mg. 0.22 mg. 0.23 mg. 
Thiamine 0.46 mg. 0.40 mg. 0.08 mg. 0.02 mg. 


*Values after conversion from 42% to 50% water basis. 
**Values after conversion from 58.69% to 50% water basis. 


Experimental studies have shown that the 
processing which meats-in-a-can under- 
go leads to little if any greater vitamin 
losses than does home-cooking of similar 
cuts of meat. In general, meats-in-a-can 
retain of their original vitamin content ap- 
proximately: 


60 to 80 per cent of thiamine 

90 to 100 per cent of riboflavin 

90 to 100 per cent of niacin 

80 per cent of biotin 

70 to 80 per cent of pantothenic acid.*5 


During storage for customary periods, at 
usual warehouse temperatures, meats-in-a- 
can show little, if any, further vitamin loss 
except in thiamine. Even thiamine, a 
highly thermolabile vitamin, was 52 per 
1. Howe, P. E.: Foods of Animal Origin, Mentheah of 


Nutrition, American Medical Association, ed. 2, P 
delphia, The Blakiston Company, 1951, p. 637. 


2. Watt, B. K., and Merrill, A. 'L.: Agricultural Handbook 
No. 8, United States Department of Agriculture, 1950. 


3. Schweignt B.S.; Bennett, B. A.; Marquette, M.; Scheid, 


. E., and McBride, B. H.: Food Res. 17:56 (Jan.) 1952. 


cent retained in pork-in-a-can after ten 
months’ storage at 80° F. Retention of the 
vitamin was notably greater when the 
canned pork was stored at 38° F. 


Since meats-in-a-can are thoroughly 
cooked in processing, they may be con- 
sumed as purchased, merely warmed or 
mildly cooked. When the meat is moderately 
cooked in preparation for consumption, 
little or no further loss in vitamins need 
to occur. 

Recent studies show that meats-in-a-can 
are excellent sources of needed amino acids.* 
The 18 amino acids determined in these 
studies appeared in similar ratio and 
amounts in canned beef, pork, and lamb 
as in the respective fresh or home-cooked 
meats. 


4. Rice, E. E., and Robinson, H. E.: Am. J. Pub. Health 
34:587 (June) 1944. 


5. Schwei; , B. S.: Am. Meat Inst. Foundation, Circu- 
lar No. 8, Nov. 1953. 


6. Schweigert, B. S.; Bennett, B. A.; McBride, B. H., and 
Guthneck, B. T.: J. Am. Dietet. A. 28:23 (Jan.) 1952. 


The Seal of Acceptance denotes that the nutri- ¢ 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago . .. Members Throughout the United States 
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ON THE LIBRARY 
BOOKSHELVES 


MANUAL OF CLINICAL MYCOLOGY by 
Norman F. Conant, Ph.D., David T. Smith, 
M.D., Roger D. Baker, M.D., Jasper L. Calla- 
way, M.D., and Donald S. Martin, M.D. W. B. 
Saunders Company, Phil., 1954. $6.50 


The first edition of this manual, which appeared 
during World War II under the auspices of the 
Division of Medical Sciences of the National Re- 
search Council, represents a successful attempt by 
the same authors to bring the study of pathogenic 
fungi into the average clinical laboratory and to 
provide the physician a valuable background for 
the symptomatology, pathology, diagnosis and 
treatment of the mycoses. Former deterrents to 
the study of clinical mycology included confusion 
due to chaotic nomenclature such as multiplicity 
of names for the same organism, inappropriate 
identifying techniques for the average hospital 
laboratory, and the detachment of laboratory 
diagnostic work from the patient ill with the disease. 
The manual solves some of these problems and 
gives the field more order. For example, the 
authors describe the growth of fungus pathogens 
on blood agar in addition to the cultural appearance 
on Sabouraud’s agar and also indicate the manner 
of growth at 37°C, thus pointing out character- 
istics which can be interpreted by the bacteriolo- 
gist using media and technics to which he is accus- 
tomed. A chapter is included on the fundamentals 
of mycology in which the descriptive terms used 
by mycologists are defined and illustrated ; another 
chapter points out common fungus contaminants 
which might be confused with pathogenic species. 

The second edition has been amplified and much 
new material added. A large amount of this new 
information relates to newly discovered facts con- 
cerning the epidemiology and immunology of the 
mycoses, as well as newer therapeutic technics. 
For example coccidioidomycosis has been found 
to be more wide-spread than in the area of the 
Southwest about the San Joaquin Valley of Cali- 
fornia; explosive epidemics of histoplasmosis may 
occur among individuals exposed to dust from 
chicken and pigeon manure, and these have oc- 
curred in areas outside the recognized endemic 


areas in the Midwest. Improved skin testing anti- 
gens are available for detecting sensitivity to cocci- 
dioidin, histoplasmin and blastomycin, and antigens 
are available for detecting antibodies to these anti- 
gens. 

The terminology is similar to that used in the 
first manual; however, some changes are evident 
where physiological and nutritional investigation 
of certain agents have shown many named fungi 
to be variants of well-known species. 

An outstanding contribution is the chapter de- 
voted solely to nocardiosis. The etiologic agents 
involved are clarified and other new information 
on symptomatology, pathology, immunology, and 
treatment presented so that the disease is separated 
completely from actinomycosis. 

A new addition to the manual is the application 
of the periodic acid-Schiff stain for the demonstra- 
tion of fungi in tissues; this technical advance 
should aid in diagnosis by examination of tissues 
from patients who present difficult differential 
diagnosis. 

For the physician this manual provides the best 
background for symptomatology, pathology and 
subsequent treatment of fungus diseases, for the 
microbiologist or bacteriologist in the clinical lab- 
oratory the manual is the best aid in its field for 
the laboratory diagnosis of mycotic infection. 


RAYMOND M. YOouNG, PH.D. 


AN ATLAS OF SURGICAL EXPOSURES 
OF THE EXTREMITIES by Sam W. Banks, 
M.D. and Harold Laufman, M.D., Ph.D. W. 
B. Saunders Company, Phil., 1953. $15.00 


In reviewing this atlas of surgical exposures, 
I am struck by the fact that there is no color, and 
at first this seems somewhat of a handicap in inter- 
preting the drawings. However, as I review the 
book I become more and more impressed with the 
accuracy of the drawings and feel less the need 
for color. 

The approaches that are illustrated and de- 
scribed are very practical and I believe correspond 
to the most accepted procedures. By accepted pro- 
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cedures, I mean the exposure and incisions are ac- 
cording to anatomical structure and at no place 
does any incision go perpendicularly across the 
line of a flexion crease. The exposures are varied 
and give adequate choice to a surgeon seeking to 
expose any portion of an extremity. 

The written description of the procedure which 
is placed opposite each drawing has been kept to 
avery happy minimum so that it is not necessary 
to read through volumes of words in order to get 
the essential few facts. The description is kept to 
four or five short sentences almost in outline form. 
At the end of many descriptions a note has been 
made which calls the reader’s attention to any par- 
ticular danger or any particular point to be especial- 
ly observed. I feel this is particularly valuable in 
many of the dissections, The treatment of ex- 
posures of the hand and shoulder areas in my 
opinion is unusually well done and offers a very 
adequate coverage of these two important and 
dificult regions, 

I would recommend this book very highly to 
people who do a lot of work on extremities and 
especially to those who do extremity work only 
occasionally. 


Louts A. SAGE, M.D. 


PATRONIZE JOURNAL ADVERTISERS 


In Viewing the VA Medical Program . . . 


types of disability 


non-service connected: 


The medical profession fully endorses and supports 
the medical program of the Veterans Administration 
through which veterans receive medical care and 
hospitalization without cost for illnesses or injuries 
incurred as a result of military service (left). It is felt, 
however, that the federal government should not 
assume the responsibility for the medical care of 
veterans whose disabilities are incurred in civilian life 


and which have no relationship to their military 
@arvice, 
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‘In Viewing the VA Medical Program. . . 


The U. S. veteran population now includes about 40% 
of all adult males. Under existing legislation, the 
federal government is obliged to provide ‘‘free’’ medi- 
cal care for many of these veterans, if they request it. 
The medical profession questions the soundness of 
providing medical care at federal expense to veterans 
with non-service-connected disabilities. It is likely that 
by 1975 the U. S. will truly be a ‘‘nation of veterans.’ 
If the VA medical program continues to accept 
responsibility for the care of veterans with service- 
connected and non-service-connected disabilities alike 
it is difficult to see how a complete federal health 
program can be avoided. 


In Viewing the VA Medical Program .. . 


analysis 
of present veteran population 


AGE DISTRIBUTION (Exclusive of those discharged on or after June 27, 1950) 


DATE JAN. 1, 1952 JAN. 1, 1960 JAN. 1, 1970 


18,850,000 18,160,000 16,146,000 


62.7% 13.5% 


27.4% 73.7% 


99% 12.8% 


Older veterans are hospitalized more frequently for 
civilian-incurred ailments than for service-connected 
disabilities. By 1970, over 86% of the present vet- 
erans will be age 45 or over, more than three times 
the number in this older age group today. Because 
of advanced age, they will require more frequent and 
prolonged hospitalization for illnesses having no rela- 
tionship to their military service. Responsibility for 
such medical care should be assumed by the individual 
or local_government, not by the federal government. 
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APPOINTED COMMITTEES — 1954-1955 
RHODE ISLAND MEDICAL SOCIETY 


(Providence resident unless indicated otherwise after name.) 


Air Pollution Abatement Committee 


F. Bruno Agnelli, M.D., Chairman, Westerly 
Francis H. Chafee, M.D. 

Edmund T. Hackman, M.D., Warwick 
Philip J. Lappin, M.D., Central Falls 

James P. O’Brien, M.D., Woonsocket 
Raymond T. Stevens, M.D., E. Providence 


Blood Bank Committee 


Orland F, Smith, M.D., Chairman 
Maurice Adelman, M.D. 

Herbert Fanger, M.D. 

William S. Klutz, M.D. 

John M. Malone, M.D., Portsmouth 
William A. McDonnell, M.D. 

Gary P. Paparo, M.D., Pawtucket 
Ralph D. Richardson, M.D. 

Jack Savran, M.D. 

Henry J. Tweddell, M.D., Woonsocket 


Cancer Committee 


George W. Waterman, M.D., Chairman 
Frederic J. Burns, M.D. 

James C. Callahan, M.D., Newport 
William Fain, M.D. 

Francis E. Hanley, M.D., Pawtucket 
Manuel Horwitz, M.D. 
Francis J. King, M.D., Woonsocket 
Henry C. McDuff, M.D. 

Henry B. Moor, M.D. 

Joseph C. O’Connell, M.D. 

Herman C. Pitts, M.D. 

Frederic W. Ripley, Jr., M.D. 
Joseph L. C. Ruisi, M.D., Westerly 


Committee on Child Health Relations 


William P. Shields, M.D., Chairman 
Lewis Abramson, M.D., Newport 
Reginald A. Allen, M.D. 

John T. Barrett, M.D. 

Reuben C. Bates, M.D. 

Briand N. Beaudin, M.D. 

Francis V. Corrigan, M.D. 

John E. Farley, M.D., East Providence 
Banice Feinberg, M.D. 

Harry L. Halliwell, M.D., Woonsocket 
Betty B. Mathieu, M.D. 


Committee on Chronic Illness 


Edwin B. O’Reilly, M.D., Chairman 
Robert E, Carroll, M.D. 

Paul C. Cook, M.D. 

William J. O’Connell, M.D. 

Malford W. Thewlis, M.D., Wakefield 
George W. Waterman, M.D. 


Diabetes Committee 


Louis I. Kramer, M.D., Chairman 
Rocco Abbate, M.D., Lakewood 

Irving A. Beck, M.D. 

Joseph G. McWilliams, M.D. 

Joseph Reilly, M.D., Woonsocket 

Amy E. Russell, M.D., East Providence 
S. John Turco, M.D., Peace Dale 
Edward Zamil, M.D., Newport 

Hrad Zolmian, M.D., Pawtucket 


Disability Compensation Committee 


Charles E. Millard, M.D., Chairman, Warren 
D. Richard Baronian, M.D. 

Charles L. Farrell, M.D., Pawtucket 

Henry B. Fletcher, M.D. 

Henry J. Gallagher, M.D. 

Henry J. Hanley, M.D., Pawtucket 

Gustavo A. Motta, M.D. 

Nathaniel D. Robinson, M.D. 

Stanley D. Simon, M.D. 


Disaster Committee 


J. Merrill Gibson, M.D., Chairman 
Emanuel W. Benjamin, M.D. 
Frederick C. Eckel, M.D., Westerly 
James P. Healey, M.D., Pawtucket 
William A. Horan, M.D. 

Emil Kaskiw, M.D., Woonsocket 
Whitman Merrill, M.D., Coventry 
James B. Moran, M.D. 

Francis Nevitt, M.D. 

Vahey M. Pahigian, M.D. 

Jose M. Ramos, M.D., Newport 
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APPOINTED COMMITTEES—1954-1955 


Health Insurance Committee 


Charles L. Farrell, M.D., Chairman, Pawtucket 
Rocco Abbate, M.D., Lakewood 

J. Murray Beardsley, M.D. 

Joseph Bliss, M.D., Woonsocket 

Wilfred I. Carney, M.D. 

Joseph A. Hindle, M.D. 

Earl J. Mara, M.D., Pawtucket 

Arnold Porter, M.D. 


Highway Safety Committee 
Thomas L. Greason, M.D., Chairman 
Charles S. Dotterer, M.D., Newport 
Pasquale V. Indeglia, M.D. 
Richard J. Kraemer, M.D., Greenwood 
Thomas J. Lalor, M.D., Woonsocket 
Linus A. Sheehan, M.D. 
Stanley Sprague, M.D., Pawtucket 
Frederick A. Webster, M.D. 


Committee on Maternal Health 


John G. Walsh, M.D., Chairman 

George E. Bowles, M.D. 

Bertram Buxton, Jr., M.D. 

John E. Carey, M.D., Newport 

Stanley D. Davies, M.D., W. Warwick 
Richard H. Dowling, M.D., Woonsocket 
William J. MacDonald, M.D. 

Alfred L. Potter, M.D. 

William A. Reid, M.D. 

J. Lincoln Turner, M.D., Pawtucket 


Committee on Medical Defense and Grievance 


Francis B. Sargent, M.D., Chairman 
Charles J. Ashworth, M.D. 

Adolph W. Eckstein, M.D. 

Henri E, Gauthier, M.D., Woonsocket 
Herbert E. Harris, M.D. 

Albert H. Jackvony, M.D. 

Earl F. Kelly, M.D., Pawtucket 

Frank J. Logler, M.D., Newport 
Joseph G. McWilliams, M.D. 

Robert G. Murphy, M.D. 

Samuel Nathans, M.D., Westerly 
Thomas A. Nestor, M.D., Wakefield 
Paul J. Votta, M.D. 

John G. Walsh, M.D. 

Herman A, Winkler, M.D. 


Medical Pharmaceutical Committee 


Frank I. Matteo, M.D., Chairman 
Frank P. Duffy, M.D. 

Herbert |°. Hager, M.D. 

Albert H. Jackvony, M.D. 

John F. Streker, M.D. 


Committee on Mental Health 


Walter E. Campbell, M.D., Chairman 
Ernest A. Burrows, M.D. 

David J. Fish, M.D. 

Aurey Fontaine, M.D., Woonsocket 
Maurice W. Laufer, M.D., Riverside 
John F, Regan, M.D., Howard 
Laurence A. Senseman, M.D., Lincoln 


Nutrition Committee 


William L. Leet, M.D., Chairman 
Jacob Greenstein, M.D. 

Harry Hecker, M.D., Pawtucket 
Robert V. Lewis, M.D. 

John A. Roque, M.D. 

Mark A. Yessian, M.D. 


Committee on Professional 
Relations and Hospitals 


Charles J. Ashworth, M.D., Chairman 
Frederic J. Burns, M.D. 

Louis C. Cerrito, M.D., Westerly 
John H. Gordon, M.D., Pawtucket 

M. Osmond Grimes, M.D., Newport 
Arthur E. Hardy, M.D., Edgewood 
Alfred E. King, M.D., Woonsocket 
Howard K. Turner, M.D. 


Committee on Social Welfare 


Earl J. Mara, M.D., Chairman, Pawtucket 
Walter E. Campbell, M.D. 

Anthony Corvese, M.D. 

Henry S. Joyce, M.D., East Providence 
Thomas H. Murphy, M.D. 

Rudolph Pearson, M.D. 

P. Joseph Pesare, M.D. 

Harold W. Williams, M.D. 

Mark A. Yessian, M.D. 


Tuberculosis Committee 


John C. Ham, M.D., Chairman 

Philip Batchelder, M.D. 

Joseph N. Corsello, M.D. 

A. Henry Fox, M.D., Riverside 

Peter F. Harrington, M.D. 

Frank A. Merlino, M.D. 

William B. O’Brien, M.D., Wallum Lake 
Gerald Solomons, M.D. 

Saul Wittes, M.D., Woonsocket 


Committee on Vocational Rehabilitation 


John E. Donley, M.D., Chairman 
William V. Hindle, M.D. 

Robert W. Riemer, M.D. 
Vincent J. Ryan, M.D. 
Raymond H. Trott, M.D. 
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PHYSICIANS DIRECTORY 


ANESTHESIOLOGY 


EYE, EAR, NOSE AND THROAT 


EDWARD DAMARJIAN, M.D. 
124 Waterman St., Providence 6 
GAspee 1-1808 
Nerve Block 
Diagnostic and Therapeutic 


NATHAN A. BOLOTOW, M.D. 
Ear, Nose and Throat 
Otorhinologic Plastic Surgery 
Hours by appointment GAspee 1-5387 
126 Waterman Street Providence 6, R. I. 


CARDIOLOGY 


CLIFTON B. LEECH, M.D. 


(Diplomate of American Board of Internal Medicine; 


Internal Medicine and Cardiovascular Disease) 
Practice limited to diseases of the 
heart and cardiovascular system. 

82 Waterman Street, Providence 


Hours by Appointment Orrice: Gaspee 1-5171 
Reswence: Warren 1-1191 


FRANCIS L. BURNS, M.D. 
Ear, Nose and Throat 
Office Hours by appointment 


382 Broad Street Providence 


DERMATOLOGY 


WILLIAM B. COHEN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours 2-4 and by appointment - GA 1-0843 
105 Waterman Street Providence, R. I. 


JAMES H. COX, M.D. 
Practice limited to Diseases of the Eye 
By Appointment 
141 Waterman Street Providence 6, R. I. 
GAspee 1-6336 


VINCENT J. RYAN, M.D. 
Practice limited to 
Dermatology and Sy philology 
Hours by Appointment Call GA 1-4313 
198 Angell Street, Providence, R. I. 


JOS. L. DOWLING, M.D. 
Practice limited to 
Diseases of the Eye 
57 Jackson St. Providence, R. I. 
1-4 and by appointment 


BENCEL L. SCHIFF, M.D. 
Practice limited to 
Dermatology and Syphilology 
HOURS BY APPOINTMENT 
Pawtucket 5-3175 
251 Broadway, Pawtucket, Rhode Island 


RAYMOND F. HACKING, M.D. 
Practice limited to Diseases of the Eye | 


105 Waterman Street Providence 6, R. I. 


THOMAS R. LITTLETON, M. D. 
Ear, Nose and Throat 
Office Hours by Appointment 
193 Waterman Street _ Providence 6, R. I’ 
Phone GAspee 1-2650 


MALCOLM WINKLER, M. D. 
Practice limited to 
Dermatology and Sy philology 
Hours by appointment Call DExter 1-0105 
199 Thayer Street, Providence, R. I. 


BENJAMIN FRANKLIN TEFFT, M.D. 
Ear, Nose and Throat 
185 Washington Street West Warwick, R. IL 


Hours by appointment Valley 1-4626 


Dob 
ab 
350 
a 
j 
2) 


